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A strong social support network can be important to an individual’s recovery from
addiction of alcohol, drugs, or another addictive behavior. A Collegiate Recovery Program
(CRP) can provide college students an opportunity to attend college with a network that supports
the choice to remain free from addictive substances and other addictive behaviors. While
research has established a CRP can serve a purpose on the college campus, less is known about
the connection of a CRP and the role of family in recovery. The following study reviews the role
of family from the perspective of Bronfenbrenner’s Bioecological Model of Human
Development with emphasis on the family system to describe what behaviors of the family
support or hinder the recovery process and how the college student impacts the family through
the recovery process. By reviewing a southeastern CRP and reviewing the research regarding the
behaviors and relationships of the family in the recovery process, a foundation for future work
with college students was established.
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CHAPTER I
INTRODUCTION
Addiction to alcohol and drugs affects millions of Americans each year, with at least 18.9
million (those 12 years and older), needing treatment in 2018 for substance use but not receiving
it (National Survey on Drug Use and Health, 2018). Risk behaviors associated with adolescents
and emerging adults include unintentional injuries, violence, tobacco use, alcohol use, other drug
use, risky sexual behaviors, unhealthy dietary behaviors, and physical inactivity (Kann et al.,
2016). Substance use disorders and problems for emerging adults is established in research with
an estimated 35% partaking in high risk behavior such as binge drinking (National Survey on
Drug Use and Health, 2018). Accordingly, the risk for substance use disorder is most likely to be
the highest during emerging adulthood (Stone et al., 2012). Since the brain does not fully mature
until a person is approximately 25, substance use can interfere with brain development (Squeglia
et al., 2009) and have the potential to set one on a path for substance dependency (Moss et al.,
2014). Of those who receive treatment and wish to enter or return to college, providing a
supportive environment where students in recovery can not only survive but thrive is essential
(Laudet et al., 2014).
College students, including those not diagnosed with a substance use disorder, often find
themselves in a predicament where the college environment can pose a greater temptation to use
alcohol and other drugs than to remain abstinent from such substances (Bell et al., 2009). On
college campuses, statistics show 54.9% of full-time students consume alcohol (National Survey
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on Drug Use and Health, 2018). These high-risk behaviors associated with alcohol consumption
can lead to hospitalizations and an increased risk for premature death (Hingson et al., 2017).
Thus, a support network is needed for this population to provide a way to complete higher
education in an environment that has not traditionally been supportive of sobriety (Harrington
Cleveland et al., 2007). A Collegiate Recovery Program (CRP) provides a promising opportunity
to support students who are in both college and in recovery (Harris et al., 2007; Harris et al.,
2010). It is not well understood what role the family has in the process of recovery, particularly
for college students in a CRP, as there is limited evidence concerning family involvement in
CRPs.
Statement of the Theoretical Framework
General Systems Theory (GST) frames the proposed study. Whitchurch and Constantine
(2009) identified three core assumptions of GST including "that systems theories can unify
science, that a system must be understood as a whole rather than in component parts, and that
human systems are unique in their self-reflexivity” (p. 328). The power to unify science comes
from the standpoint that systems exist in a number of different circumstances. From computer
systems to family systems, there are consistent rules and relationships that apply to the parts
contained within the system. To be understood as a whole reflects the concept of holism. “The
whole is greater than the sum of its parts” is a central and most fundamental component of
systems theory (Whitchurch & Constantine, 2009, p. 328). In the proposed study, wholeness can
be viewed in the context of addiction and recovery by viewing the college student in recovery in
the context of the family system and not in isolation from the family system. When viewing the
family through the lens of wholeness, a systems theory is applicable to address the unique
perspectives of members and how they fit into the larger system of the family (Patton, 2002).
2

Finally, self-reflexivity employs the unique nature of human systems to examine behavior.
Human behavior, in the context of the system, involves communication in which a system can
then make alterations to the system based on the given feedback (Whitchurch & Constantine,
2009). Viewing the perspectives of family members through an interconnected viewpoint
resulted in the construction of existing phenomena in each family that contributed to a
description of happenings in the recovery process.
Developmental and family scholars have applied assumptions of General Systems Theory
to better understand the family. One theory that may be applied to illuminate the context of
addiction and recovery is Bronfenbrenner’s Bioecological Model of Human Development.
Additional context of addiction and recovery framework along with Bronfenbrenner’s
bioecological model will be discussed in more detail in the literature review.
Summary of the Methodology
Qualitative inquiry provided for an in-depth analysis (Patton, 2002) of college students
and their families in recovery. Viewing the family as an interconnected group provided an
important perspective. Therefore, the unit of analysis was the family in the context of recovery.
A multiple-case study design (Yin, 2014) was used to capture a more holistic perspective of
recovery in families. The college students and alumni in recovery (CSRs) were recruited from a
university CRP. Five CSRs identified each of their respective family members to be included in
the study. Each family represented one case for a total of 19 participants. Unique perspectives
were recorded through interviews with the CSR first then with their respective family members.
The interviews were then transcribed using NVivo Transcription along with the researcher rechecking and transcribing interviews for accuracy and familiarization. A six-step thematic
3

analysis was followed, which included familiarization, coding, finding and reviewing themes,
naming themes, and reporting (Braun & Clark, 2006).
Statement of the Problem
A CRP, also called a Collegiate Recovery Community (CRC), can serve an instrumental
role in supporting college students in recovery through their educational journey (Laudet et al.,
2015). While the collegiate recovery movement is still considered to be an emerging field
(Laudet et al., 2015), much of the foundation has been laid by cornerstone programs. The first
four schools to open a CRP include Rutgers University (1983), Texas Tech University (1986),
Loyola University (1990), and Augsburg College (1995; Laudet et al., 2014). Research from
collegiate recovery models, such as the aforementioned, provide a foundation for best practices
in the field. For instance, Texas Tech University’s recovery program is considered to be one of
the leading models of CRPs as many colleges across the United States are now replicating this
model.
While there is research on addiction and recovery, the CRP movement, which emphasizes
recovery for emerging adults attending college, has not been fully examined (Laudet et al.,
2015). Laudet and colleagues (2014, 2015) noted there is a need for additional empirical
evidence in support of the Collegiate Recovery models to show the full scope of support these
structured systems provide for students. The family has only been reviewed in a few articles as
part of the CRP movement with additional research needed (Shumway et al., 2011). In a recent
meta-synthesis of qualitative studies concerning CRPs conducted from 2000-2017, none of the
studies utilized family members as participants (Ashford et al., 2018). As addiction has been
associated with family dysfunction (Bowen, 1977), it seems families should be included in the
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recovery process. Therefore, the current study adds to the minimal body of knowledge regarding
family involvement in the context of a CRP.
Definitions and Recovery Considerations
Addiction
Addiction has been noted as a chronic disease with an increased need for supportive
environments for those in recovery (Fisher, 2014). For the purpose of the study, addiction is,
A term used to indicate the most severe, chronic stage of substance-use disorder, in which
there is a substantial loss of self-control, as indicated by compulsive drug taking despite
the desire to stop taking the drug. In the DSM-5, the term addiction is synonymous with
the classification of severe substance-use disorder. (Volkow et al., 2016, p.364)
Boundaries
Boundaries of families include both the internal boundaries within a family and the
boundaries that connect a family to others outside of the family (Anderson & Sabatelli, 2011).
Minuchin (1974) stated, “The boundaries of a subsystem are the rules defining who participates,
and how” (p. 53). Therefore, family members must decide the boundaries of “who” participates
and “how” they participate in the subsystem. For the current study, the CSR identified “who”
participated in the study as a family member. Specific family subsystem relationship information
was collected based on “how” family members and the CSR navigated the recovery process.
Collegiate Recovery Programs and Communities
As the collegiate recovery movement has experienced recent growth in the field, the
terms used to describe a recovery community and program have evolved (Association of
Recovery in Higher Education [ARHE], n.d.). A CRP and a CRC are interchangeable names
5

used to describe a program designed for students who are recovering from addiction (ARHE,
n.d.). For example, the Mississippi State University’s recovery program for college students in
recovery is named “Collegiate Recovery Community” (Mississippi State University Collegiate
Recovery Community [MSU CRC], n.d.). Community also represents those college students who
are involved in a recovery program where there is a fellowship among participants (ARHE, n.d.).
For the purpose of this study and to remain consistent, CRP is used to describe a recovery
support program in higher education, whereas CRC is only used by participants in reference to
their experience within the MSU CRC program.
Continuum of Care
Continued care or “continuum of care” refers to the extension of medical care, treatment,
and support for both the recovering person and her or his family member (Laitman et al., 2014).
Continuum of care can also be defined as “the delivery of health care over a period of time. In
patients with a disease, this covers all phases of illness from diagnosis to the end of life”
(National Institute of Health, National Cancer Institute, n.d., “NCI dictionary” section).
Therefore, a continuum of care for someone who has an addiction may include professional
treatment, after-care services, community-based 12-step meetings, a recovery high school, a
CRP, and other supports that provide continued care for the individual and family members for
life.
Community-Based 12-Step programs
Continued abstinence and decreased risk of return to use have been found to be
influenced by having a support network in place (McCutcheon et al., 2014). Community-based
12-step programs can include multiple fellowships, such as Alcoholics Anonymous (AA),
6

Cocaine Anonymous (CA), and others (Cocaine Anonymous World Services, n.d.; Laudet,
2009). While the definition of AA is relayed here, other community-based 12 step programs are
defined similarly to the AA statement:
Alcoholics Anonymous is an international fellowship of men and women who have had
a drinking problem. It is nonprofessional, self-supporting, multiracial, apolitical, and
available almost everywhere. There are no age or education requirements. Membership is
open to anyone who wants to do something about his or her drinking problem. (AA, n.d.,
“What is AA?” section)
While AA and other similar groups are for the individual in recovery, groups like AlAnon and Alateen are designed for family members (Timko et al, 2013). Al-Anon (Al-Anon
Family Groups, n.d.) defines their fellowship as:
A mutual support program for people whose lives have been affected by someone else’s
drinking. By sharing common experiences and applying the Al-Anon principles, families
and friends of alcoholics can bring positive changes to their individual situations, whether
or not the alcoholic admits the existence of a drinking problem or seeks help. Alateen, a
part of the Al-Anon Family Groups, is a fellowship of young people (mostly teenagers)
whose lives have been affected by someone else’s drinking whether they are in your life
drinking or not. By attending Alateen, teenagers meet other teenagers with similar
situations. Alateen is not a religious program and there are no fees or dues to belong to it.
(“What is Al-Anon and Alateen” section)
Diagnostic and Statistical Manual of Mental Disorders (DSM-5)
The DSM-5 is the reference manual used to classify mental disorders (American
Psychiatric Association [APA], 2013). This authoritative work in mental disorders guides
7

clinicians in various settings of health care (APA, 2013). Every diagnosis included in the fifth
edition of the DSM has a diagnostic code with specific criteria, such as symptoms or duration
(APA, n.d., “About DSM–5” section).
Emerging Adult – College Student
For the purpose of this study, an emerging adult references the developmental time frame
of a person (Arnett, 2000), whereas the college student references a person’s participation in
higher education. For clarity, a definition is given for both distinctions, emerging adulthood and
characteristics of a college student. According to the American Psychological Association (n.d.),
emerging adulthood is:
A developmental stage that is neither adolescence nor young adulthood but is
theoretically and empirically distinct from them both, spanning the late teens through the
twenties, with a focus on ages 18 to 25. Emerging adulthood is distinguished by relative
independence from social roles and from normative expectations. Having left the
dependency of childhood and adolescence, and having not yet taken on the
responsibilities that are normative in adulthood, emerging adults engage in identity
exploration, a process of trying out various life possibilities (e.g., in love, work, and
worldviews) and gradually moving toward making enduring decisions. During this
period, individuals have the highest rates of residential instability (change) of any age
group and see themselves neither as adolescents nor entirely as adults. [proposed in 2000
by U.S. developmental psychologist Jeffrey Jensen Arnett]. (“APA Dictionary of
Psychology” section)
College students, by definition, “Are burgeoning scholars who are part of a long
tradition” (Schuh et al., 2011, p. 275). College students are involved with academic work such as
8

reading and writing, along with the interaction with the institution, institutional traditions, and
faculty and staff (Schuh et al., 2011). Characterizing a college student is challenging as this
group of individuals are diverse in multiple capacities such as age, values, ethnicity, or
aspirations and can have varying intersecting identities (Renn & Reason, 2012). A careful
distinction is that a college student may or may not be in the developmental time period of
emerging adulthood. Therefore, for the purpose of the study, a college student was considered an
individual who was enrolled in an institution of higher learning, such as a college or university.
Family
A family can be defined in a number of different ways, but the family is often described
through both the structure and roles of the members. Anderson and Sabatelli (2011) identified
three components that are critical in describing family. Families “(1) Have a shared sense of
history; (2) experience some degree of emotional bonding; and (3) devise strategies for meeting
the needs of individual family members and the group as a whole” (p. 6). The first component
underlines the historical perspective that family members share. These can be positive or
negative experiences, but, all the same, it is a shared history. Thus, each family in the current
study had a historical experience of addiction and recovery together. The second component
speaks to the nature of bonding through emotional connections in varying degrees. As families
share experiences, they also create emotional bonds through those experiences. The families in
the current study had both emotional connections and disconnections to share about their
experiences of addiction and recovery. The third component of this definition of family implies
the interconnected nature of the family unit as a system that has responsibility for meeting the
needs of individuals while also meeting needs of the family unit as a whole.

9

Recovery
Recovery is viewed as a continuum within the context of the current study. Laudet and
Humphreys (2013) defined recovery as “a voluntarily maintained lifestyle characterized by
sobriety, personal health, and citizenship” (p. 126). Recovery can also be defined as “a process
of change through which people improve their health and wellness, live self-directed lives, and
strive to reach their full potential” (Substance Abuse and Mental Health Services Administration
[SAMHSA], 2019, “Recovery and Recovery Support” section). Recently, the Recovery Science
Research Collaborative provided this definition “recovery is an individualized, intentional,
dynamic, and relational process involving sustained efforts to improve wellness” (Ashford et al.,
2019, p. 179).
While recovery from addiction is a complicated process and there can be multiple paths a
college student can take to reach recovery, from a medical perspective, recovery suggests
someone is returning to a particular state of health from illness (White, 2007). Thus, in the
context of recovery for this dissertation, it means someone is in recovery from an illness
associated with an addiction, such as alcohol or drugs. Recovery can then be viewed as the time
when sobriety started to the end of the lifespan. When viewing addiction and recovery as a
chronic disease, its treatment and support therefore can span many years. Based on these
definitions, for the purpose of this study, recovery is defined as the moment a person enters
sobriety and becomes abstinent from the substance(s), choosing a different way of life apart from
alcohol, drugs, or another addictive substance or behavior. The recovery process reflects the
moment a person entered a journey of change. This change could have been facilitated by family
member intervention or by a moment of clarity, confusion, or desire to change by the person in
recovery.
10

Return to Use – Relapse
Upon completion of treatment, the traditional definition of “relapse” most often includes
a return to the behavior (Brown & Lewis, 1999). Defined in the context of the family, “relapse”
is “a return to the behaviors and thinking of drinking or using other drugs for the alcoholic; for
the coalcoholic and family, a return to compulsive, controlling behavior, thinking, and affect in
relation to the alcohol” (p. 288). As families are unique, not every characteristic of “relapse”
applies to every family.
In the current study, “return to behavior” or “return to use” are used in the study
interchangeably and in the place of “relapse” unless specific instances are needed, such as a
participant’s actual words. Terms such as “return to use” are used in place of “relapse” as this
word has been associated with continuing stigma of addiction along with an imprecise
description of the recovery process (Miller, 2015). The word “relapse” insinuates an “acute”
response, whereas the recovery process is one that is more accurately described as “chronic”
(Miller, 2015).
Self-Direction
Self-direction is defined through the context of recovery in mental health. The National
Council for Behavioral Health (2015) defines self-direction:
Recovery is a process that must be directed by the individual, who defines his or her own
goals and designs a unique path towards these goals. Recovery is possible when people
assume personal responsibility for their own self-care, learn coping strategies, and seek
support. (p. vi)

11

Stigma
Stigma was defined by Goffman (1963) as “an attribute that is deeply discrediting” (p. 3).
More recently, Corrigan and Watson (2002) have distinguished stigma into two parts, public
stigma and self-stigma:
Public stigma is the reaction that the general population has to people with mental
illness. Self-stigma is the prejudice which people with mental illness turn against
themselves. Both public and self-stigma may be understood in terms of three
components: stereotypes, prejudice, and discrimination. (p. 16)
Substance Use Disorder
The term substance use disorder has replaced previous technical terms associated with
addiction such as substance dependence or substance abuse (American Psychiatric Association,
2013). The older terms will still be reflected in the literature prior to the 2013 publication of the
Diagnostic and Statistical Manual of Mental Disorder, 5th ed. According to Volkow and
colleagues (2016), substance-use disorder is
a diagnostic term in the fifth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) referring to recurrent use of alcohol or other drugs that causes
clinically and functionally significant impairment, such as health problems, disability,
and failure to meet major responsibilities at work, school, or home. Depending on the
level of severity, this disorder is classified as mild, moderate, or severe. (Volkow et al.,
2016, p.364)
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Trauma
While the current study does not explore trauma prior to the recovery process, trauma
was relayed by each family participating in the study through the family’s history. Thus,
providing a definition is warranted. Trauma is described as experiencing or witnessing threat or
injury personally or to others (Finkelstein et al., 2004). This physical and emotional experience
can have long-lasting effects that impact later life experiences (Center for Substance Abuse
Treatment, 2014). There is a noted positive relation between trauma and substance use (Medrano
et al., 2002).
Purpose of the Study and Research Questions
The primary purpose of the current study is to better understand the recovery process of
college students, who are involved in a CRP, within the context of their families. By viewing the
family system and understanding the connection between an individual’s role and the family’s
role, this study explored family relationships of current students and alumni members of the CRP
at Mississippi State University in 2018. Four research questions guided this qualitative research
study:
1. What is the role of the family in the recovery process for a college student in recovery?
2. In what ways does family help or hinder a college student’s recovery?
3. How does the college student in recovery influence the family in the recovery process?
4. In what ways can a collegiate recovery program support a college student and their
family in recovery?
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Significance of the Study
As the collegiate recovery movement is still evolving, this study aimed to provide a better
understanding of family relationships through the recovery process. As authors have noted, there
is limited empirical support for CRPs (Laudet et al., 2014, 2015). This study contributes to the
limited knowledge of integrating families into programming provided by a CRP. This study
contributes to the collegiate recovery literature by acknowledging the family connection and
describing how families help and hinder a CSR’s recovery process.
This study contributes to areas where a CRP can assist families in the recovery process.
Families can be educated about addiction and recovery and increase their understanding of what
areas are helpful and what areas may hinder a CSR’s recovery efforts through family initiatives,
such as family weekend. As CRPs host family events, there is only one family curriculum that
has been presented in the literature (Shumway et al., 2011). This study supports the utilization of
CRPs to educate families, finding that members of the family system, particularly parents,
benefit from the interaction with other families as part of these initiatives. Additionally, this
study adds a qualitative perspective, specific to family recovery, that has not been previously
contributed to the literature (Ashford et al., 2018).
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CHAPTER II
REVIEW OF LITERATURE
Arnett (2000) proposed the theory of emerging adulthood to describe the unique
experiences of individuals between the ages of 18-25 in industrialized nations where college
attendance is increasingly common. While there is still some question as to whether or not
emerging adulthood is truly a developmental period (Côté, 2014), 18-25-year-olds experience
several changes such as identity exploration and changing world views (Arnett, 2000).
Approximately 55% of 18-25-year-olds are current alcohol users with around 9% classified as a
“current heavy alcohol drinker” (National Survey on Drug Use and Health, 2018). Additionally,
7.4%, roughly 20.3 million people, 12 and older, had a substance use disorder in 2018 (National
Survey on Drug Use and Health, 2018).
Estimates, using a multiplier effect of 2011 prevalence rates, indicate approximately 100
million family members worldwide are impacted by addiction (Orford, et al., 2013).
Nevertheless, families are under-researched around this issue (England Kennedy and Horton,
2011). CRPs can provide support from an academic and social perspective, helping emerging
adults through their collegiate experience (Fisher, 2014), but they are also under-researched
(Laudet et al., 2014). In culmination, the CRP, including family programming, as part of the
CRP model, warrants further empirical support (Laudet et al., 2014, 2015, 2016).
The following literature review will focus on recovery from a family perspective,
community support groups, and recovery programming in educational settings. General Systems
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Theory and Bronfenbrenner's Bioecological Model provide theoretical perspective for the current
study. As there is limited research around CRPs and family involvement, this literature review
was expanded to include recovery programming for both high school recovery programs and
CRPs. The aim is to present the intersections of family and recovery.
Theoretical Perspective
Addiction Conceptualized
There has been a considerable amount of debate through time regarding the
conceptualization of addiction (Frank & Nagel, 2017), and these diverse viewpoints also carry
implications for how the person in recovery and their family members are viewed. Two of the
most debated models of addiction include the moral model and the medical or disease model
(Morse & Kleinig, 2004). The moral model has conceptualized addiction through the viewpoint
of personal control or willpower to change, whereas the disease model has conceptualized
addiction as a medical issue having primary symptoms, becoming progressive, chronic, treatable,
and fatal (Reiter, 2019).
As addiction has been portrayed as a brain disease (Volkow et al., 2016), which could
provide opportunities for a person to seek medical care and receive less stigmatization from
society. However, not all believe it is the best classification as it omits the role of the person in
recovery (Copoeru, 2018). Lewis (2017) argued addiction is not a brain disease saying,
“Addiction is an outcome of learning, but learning that has been accelerated and/or entrenched
through the recurrent pursuit of highly attractive goals” (p. 14). Heather (2017) agreed with
Lewis that addiction is neither a brain disease nor a moral failing and that the brain disease
model of addiction does not reduce stigma regarding addiction either. From another viewpoint,
some have argued that without addiction being viewed as a disease, too much emphasis would be
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placed on the person with the addiction, causing stigma and blame as a personal moral failing
(Berridge, 2017).
Philosophically approaching a person holistically, addiction and recovery could then be
viewed as both, a medical diagnosable disease with considerations for a personal role in
recovery. Therefore, while there is considerable amount of debate, the current study approaches
the individual and his or her family from a systems perspective, attributing addiction as a
disease, having spiritual connections in health for recovery, and as a function of developmental
change through proximal processes in recovery. Therefore, this study approaches addiction from
a multi-dimensional perspective.
General Systems Theory
General Systems Theory (GST) guides the current study. A careful distinction Bowen
(1974) articulated, when viewing research from this perspective, is that there is less concern with
“why” and more concentration on the facts. “Systems theory attempts to focus on the functional
facts of relationships. It focuses on what happened, how it happened, and when and where it
happened, insofar as these observations are based on fact” (Bowen, 1974, p. 116). Therefore,
systems theory is a helpful perspective in gathering facts for a descriptive study that views the
family as part of a recovery process.
There are several core concepts of GST that apply to the current study. These concepts
include interdependence, boundaries, feedback, hierarchy, and equifinality (Whitchurch &
Constantine, 2009; White and Klein, 2008). Interdependence is a crucial concept of GST as a
system that operates in the context of the environment (Whitchurch & Constantine, 2009). There
is an interdependent connection among the parts of the system and between the system and the
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environment (Whitchurch & Constantine, 2009). Interdependence essentially is a mutual
dependency. Boundaries reference the nature of where a system ends and the environment begins
(White & Klein, 2008). There are boundaries within families as well as between a family and its
environment. A family boundary can be open or closed to the outside environment and can be
open or closed among the members of the family internally (Whitchurch & Constantine, 2009).
To understand feedback from a systems perspective, one must understand the nature of
both positive and negative feedback (Whitchurch & Constantine, 2009). The negative feedback
loop ensures that change does not happen and homeostasis continues (Whitchurch &
Constantine, 2009), which can be problematic for families immersed in addiction. Staying in a
feedback loop that is negative means the family will return to the same patterns; thus, addiction
continues, and recovery cannot be maintained. Conversely, the positive feedback loop is
understood as when family behaviors are modified, changes occur in the family. In the scenario
of addiction and recovery, when a person modifies an addictive behavior, and the family
supports the member in recovery, positive feedback has occurred. This change variation from
maintaining homeostasis of unhelpful behaviors and interactions to the member making change
and the family supporting the member in the process of change can be more helpful to family
functioning in the long term. Maintenance in recovery may be possible.
Hierarchy is a concept that reflects the nature of a system to have nested layers or what is
referred to as subsystems (Whitchurch & Constantine, 2009). Examples of subsystems within a
family may include the relationship between a college student and his or her sibling or the
relationship between a college student and his or her parent. Subsystems represent another layer
that exists in the family. The Bioecological Model, formerly known as the Ecological Theory
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(Tudge et al., 2009), utilizes the concepts of contextual layers called the Microsystem,
Mesosystem, Exosystem, and Macrosystem (Bronfenbrenner, 1992).
Finally, equifinality can be understood as the way that different families or systems reach
a similar goal but may go through different avenues to accomplish the goal (Whitchurch &
Constantine, 2009). In the context of addiction and recovery, families may enter recovery
through various routes such as completing a 30-day in-patient rehabilitation treatment or through
other socially supportive ways such as Alcoholics Anonymous (AA) or Celebrate Recovery
(CR). A family could utilize both formal treatment and social support groups, among other
options. Ultimately, individuals and families can achieve recovery through various means.
Bronfenbrenner’s Bioecological Model
The Bioecological Model has changed through time. Initially, the theory emphasized
contextual drivers of development with later revisions emphasizing development as the result of
the person in context (Tudge et al., 2016). Bronfenbrenner’s Bioecological Model is composed
of four central concepts: Process, Person, Context, and Time (Bronfenbrenner, 2001). In earlier
iterations of his theory, Bronfenbrenner (1977) focused primarily on the contextual pieces of the
model, including the Microsystem, Mesosystem, Exosystem, and Macrosystem. He then added the
Chronosystem and later repositioned the theory to include a greater emphasis on the human
individuality that influences the developmental process (Rosa & Tudge, 2013). The current study
utilizes both the earlier iteration of context and the additional perspective of Process-PersonContext-Time (PPCT) to preserve fidelity to this evolved theoretical perspective.
There are two leading propositions of the Bioecological Model with six others.
Bronfenbrenner and Morris (1998) are credited with the leading two propositions, but
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Bronfenbrenner and Evans (2000) made “minor clarifications of terminology” (p. 117); thus, the
refined propositions will be stated here. The first two propositions are essential to the model
emphasizing the role of proximal processes (Bronfenbrenner, 2001). The third proposition is
included as it is applicable to the current study. Bronfenbrenner described the third proposition
as a “qualifying proviso to Proposition I” (Bronfenbrenner, 1990, p. 34).
Proposition I:
Throughout the life course, human development takes place through processes of
progressively more complex reciprocal interaction between an active, evolving
biopsychological human organism and the persons, objects, and symbols in its immediate
external environment. To be effective, the interaction must occur on a fairly regular basis
over extended periods of time. Such enduring forms of interaction in the immediate
environment are referred to as proximal processes. (Bronfenbrenner & Evans, 2000, p.
117)
Proposition II:
The form, power, content, and direction of the proximal processes producing
development vary systematically as a joint function of the characteristics of the
developing person, the environmental context—both immediate and more remote—in
which the processes are taking place, and the social continuities and changes occurring
over time through the life course, and the historical period during which the person has
lived; and, of course, the nature of the developmental outcomes under consideration.
(Bronfenbrenner & Evans, 2000, pp. 118-119)
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Proposition III:
In order to develop—intellectually, emotionally, socially, and morally—a human being,
whether child or adult, requires—for all of them—the same thing: active participation in
progressively more complex reciprocal interaction with persons with whom he or she
develops a strong, mutual, irrational attachment, and who, over time, become committed
to each other’s well-being and development, preferably for life. (Bronfenbrenner &
Evans, 2000, p. 122)
The Bioecological Model is also referred to as the Process-Person-Context-Time (PPCT)
Model, which is reflective of the four driving concepts of the theory (Bronfenbrenner, 2005).
Bronfenbrenner (2005) viewed proximal processes as the primary mechanism for development,
emphasizing the role of proximal processes by placing it first in the model. Although most
emphasis is placed on interaction with people, the proximal processes may also involve objects
and symbols (Rosa & Tudge, 2013). Proximal processes take place through an interaction
between the developing person and the context of their existence, that is their environment
(Bronfenbrenner, 2005). Additionally, proximal processes are essential to the model and
commonly referenced as driving human development (Bronfenbrenner, 2005; Rosa & Tudge,
2013).
The second concept in the PPCT model is the developing person. A person has unique
characteristics, including their cognitive abilities, personality, temperament, and other factors
(Bronfenbrenner, 1992). Additionally, there are three kinds of personal characteristics that
influence development including demand characteristics, resource characteristics, and force
characteristics (Tudge, 2020). Demand characteristics include a person’s gender or their age, for
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example, while resource characteristics include a person’s skills or their past experiences in life
(Tudge, 2020). Finally, force characteristics, which is arguably the most important dimension,
defines the motivation or persistence of a person (Tudge, 2020).
The third concept in the PPCT model is context. Context is the environment in which the
developing person exists and is comprised of nested layers of connection, consistent with his
original model (Bronfenbrenner, 2005). These interconnected layers include the microsystem,
mesosystem, exosystem, and macrosystem. The following systems are described based on the
1992 iteration as the interrelated systems evolved with the theory (Bronfenbrenner, 1992). The
Microsystem is comprised of the developing person and his/her immediate environment. The
family or home context is a central microsystem.
A microsystem is a pattern of activities, roles, and interpersonal relations experienced by
the developing person in a given face-to-face setting with particular physical and material
features and containing other persons with distinctive characteristics of temperament,
personality, and systems of belief. (Bronfenbrenner, 1992, 2005, p. 148)
The mesosystem is composed of the connections between two or more settings and has
been described by Bronfenbrenner as a system of microsystems (Bronfenbrenner 1992, 2005, p.
148). An example includes the connection between the developing person’s school and his or her
home. The exosystem is composed of the links influencing the developing person, where one
setting contains the developing person and the other(s) may not (Bronfenbrenner, 1992). An
example of this system is the influence upon the developing person's home by his or her mother's
place of employment (Bronfenbrenner, 1992). The macrosystem consists of the cultural
influences of society.
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The macrosystem consists of the overarching pattern of micro, meso, and exosystems
characteristic of a given culture, subculture, or other broader social context, with
particular reference to the developmentally instigative belief systems, resources, hazards,
lifestyles, opportunity structures, life course options, and patterns of social interchange
that are embedded in each of these systems. (Bronfenbrenner, 1992, 2005, pp. 149-150)
Time is also known as the chronosystem. In time, transitions of the family occur, thus
providing for documented experiences of change. Bronfenbrenner (1986) relayed there are two
types of transitions, normative and non-normative. Normative experiences include such
experiences as puberty, marriage, and entering the work force, while non-normative experiences
include illness, death, a family move, or divorce (Bronfenbrenner, 1988). These transitions in
time occur throughout a lifetime, and “they alter the existing relationship between person and
environment, thus creating a dynamic that may instigate the developmental change”
(Bronfenbrenner, 1992, 2005, p. 119). Additionally, Bronfenbrenner described three levels of
time including the micro, meso, and macro (Tudge, 2020). At the micro level, a person
continually develops through “ongoing episodes of proximal processes” (Bronfenbrenner, 2005,
p. xvii). This development happens through interactions and activities (Tudge, 2020). Viewed
from the meso level, proximal processes are viewed over weeks at a time, broader than the
ongoing happenings in the mircro level (Bronfenbrenner, 2005). Finally, at the macro level, time
is viewed from a bigger picture of happenings that affect across generations and the larger
society (Bronfenbrenner, 2005). It is here where the developmental process is viewed from a
historical perspective (Tudge, 2020) and “development over the life course” (Bronfenbrenner,
2005, p. xvii).
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Application of Theoretical Perspective to the Current Study
With the current study being guided from a systems perspective, the college
student/alumni in recovery (CSR) is the developing person with his or her unique characteristics.
Through the continual proximal processes between the CSR and his or her environment, the CSR
maintains recovery. These systematic interactions occur across multiple contexts.
In the microsystem, the college student, as the developing person, has distinct
characteristics (Bronfenbrenner, 1992). The personality of the individual, including genetic
predisposing factors, make this person unique (Krueger et al., 2008). With this individuality, the
person interacts with family, friends, and other relationships in the college environment. The
mesosystem encompasses at least two settings, such as the residence of the college student and
the college campus academic centers (Bronfenbrenner, 2005). In the current study, the college
student could operate in a number of different mesosystems, depending on their unique interests
and involvements, such as a CRP, university housing and residence life, off-campus residence
life, college-sponsored student organizations, community service organizations, and others.
The college student also operates in the exosystem, where other external influences exist
(Bronfenbrenner, 1992). For the college student, there are several potential connections. For
example, a college student may still be covered by a parent’s medical coverage while in college.
Through this coverage, a student may be able to receive professional treatment for substance-use
dependence should it be needed.
In considering the application of cultural influences of the macrosystem on the college
student, there are several cultural and subcultural considerations (Bronfenbrenner, 1992). The
CSR does not operate in isolation but within a greater context of the environment around himself
or herself, taking into consideration cultural beliefs, policies, and other influences (Ashford et al.,
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2020). The college environment has not traditionally been supportive of sobriety, and students
seeking sobriety often view the college campus as “hostile” where alcohol is prevalent
(Harrington Cleveland et al., 2007). College officials, specifically student affairs professionals,
can support students, in spite of the general non-supportive atmosphere on a college campus
(Perron et al., 2011).
Finally, the addiction and recovery processes take time, and change within a person and
change within a family may take time (Laudet et al., 2002). Families have two experiences with
recovery. They first observe their loved one’s recovery process, but they also experience a
personal journey in the recovery process as well (Andersson et al., 2018). Consistent with
Bronfenbrenner’s (1992) perspective, the process could take a lifetime of developmental change
with many transitions in the family; first, through addiction, and, second, through recovery.
While not all families may experience recovery, this process takes time.
Recovery Within the Family Context
In the following paragraphs, recovery within the family context is addressed including
recovery framework. Family history, including the importance of having this information
available and the connections between substance use and trauma are addressed. Family
involvement with treatment and family influences in recovery will also be addressed. Some of
the pieces of information concerning the family include boundaries, self-directed recovery, and
perceptions of what is supportive or hindering behavior. Importantly, the family should be
considered in the context of recovery, and not just the individual perspective (Schmid & Brown,
2008).
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Family Recovery Framework and Model
There are multiple frameworks of mental health disorders and substance use disorders for
family recovery. Families have been researched based on their family history of addiction
(Coviello et al., 2004; Rojas et al., 2012), family dysfunction (Pinheiro et al, 2006), living with
addiction (Moriarty et al., 2011), family conflict and treatment (Karow et al., 2008), and others.
What is rarer is research regarding families who are successfully navigating the recovery process
through time (Harris et al., 2011). While there is an acknowledgement that the recovery process
can be challenging for families (Sankaran et al., 2008), the following recovery frameworks were
found to be supportive of a family recovery process and were chosen as a representation of what
recovery looks like in families when continued through time. Both The Alcohol Family in
Recovery: A Developmental Model and a more recent literature review that culminated in the
Personal and Relational Empowerment (PRE) recovery framework are included. This section
concludes with a comparison of the model and framework.
A Developmental Model of Family Recovery
Now considered a pioneer in the field of family recovery, Stephanie Brown was first
known for her 1985 book, Treating the Alcohol: A Developmental Model of Recovery (White,
2011). Later, Brown and Lewis (1999) formed The Alcoholic Family in Recovery: A
Developmental Model which was a culmination of a multi-year, qualitative research project, the
Family Recovery Research Project, that involved 52 couples and families of whom at least one
of the spouses was in recovery from alcohol. There was also a curriculum based on the model,
Maintaining Abstinence Program: A Curriculum for Families in Recovery (Brown & Lewis,
2000), and additional framework, Family Recovery Typology Model (Lewis and Allen-Byrd,
2011), which classified alcohol families into types (Reiter, 2019). In more recent years, the
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model has been used in texts dedicated to family treatment and recovery (Bacon, 2019; Reiter,
2019).
The Developmental Model of Recovery has four stages (Brown & Lewis, 1999). As the
family moves through these stages, there is a parallel recovery for both the person working a
recovery program and the family members (Schmid & Brown, 2008). In the first stage, drinking
interferes with family functioning. In the second stage, transition, the family becomes aware of
the problems existing in the family. It is here that abstinence begins. In the third stage, early
recovery, the individual’s development takes priority. There is a new paradigm established with
the change in behaviors and attitudes. In the fourth stage, the family continues a process of
ongoing recovery. Internalization of new behaviors has taken place, and families change focus
from the individual back to the family system (Brown & Lewis, 1999).
The model has three domains that influence each stage including the environment, the
family system, and the individual (Reiter, 2019). The environment includes the family
experiences, family life context, and security of the family (Brown & Lewis, 1999). The family
system includes the structure of the family and the family functioning (Brown & Lewis, 1999;
Reiter, 2019). The individual within the family has personal characteristics and attachment with
family members (Brown & Lewis, 1999).
In each stage, the family manages their focus on tasks where a professional can be of
assistance to work through these issues (Brown & Lewis, 1999, 2000). For example, in stages
one and two, defensiveness is a focus of the family, but a therapist can help the family work
through these challenges such as building an alliance or breaking through any denial that is still
existing. In stages three and four, the family focus has changed, but may still be fragmented. The
tasks reflect the continued pursuance of knowledge, healthy behaviors, and new ways of
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thinking. In stage four, tasks deepen to include exploration of any trauma experienced and
deepened spirituality if the members are working a 12-step program (Brown & Lewis, 1999).
Within the Maintaining Abstinence Program for families in recovery curriculum,
recovery is conceptualized in session one with these considerations; 1) abstinence to the
addiction (from the individual’s perspective) or abstinence to the coaddiction (from the family
member’s perspective), 2) acknowledgment that the process takes time through developmental
stages, and 3) accepting a new way of life (Brown & Lewis, 2000). Coaddiction or coalcoholism
refers to family behavior where there is “a compulsive preoccupation with controlling the
alcoholic; the individual cannot focus on the self” (Brown & Lewis, 1999, p. 287). Additionally,
the authors recognized that there are physical, mental/emotional, social, and spiritual connections
in recovery. Within the Maintaining Abstinence Program for families in recovery curriculum,
return to use is conceptualized in session one with these considerations; 1) return to use is
evidenced by “a shift back” to an “addictive/coaddictive mindset,” 2) return to use occurs when
“the action to drink or use or engage in coaddiction becomes greater than the desire and support
for abstinence,” and 3) return to use can be mitigated by external supports and knowledge of
recovery (Brown & Lewis, 1999, p. 15).
There are nine key assumptions and paradoxes of the Developmental Model of Recovery
(Brown & Lewis, 1999). These considerations, based on Brown’s previous research, are selfdescribed as being controversial among professionals at that time (Brown & Lewis, 1999). Still
today, there are conflicting philosophies of addiction (Heather, 2017). Thus, the assumptions are
provided as an understanding for the foundation of the model. First, “Abstinence is not
recovery” (p. 6). Second, “Recovery is a developmental process, not a singular event and not a
prescribed outcome” (p. 7). Third, “Recovery is an interaction and an interactive process,
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meaning that there is no predetermined end or goal to achieve” (p. 9). Fourth, “This interaction
creates a constant, what some might even call a chronic, tension with the family: the tension
between the focus on the individuals and the focus on the family as a whole” (p. 10). Fifth, “AA,
Al-Anon, and other 12-step programs are valuable sources of help for people who are facing
addiction” (p. 10). Sixth, “Therapists can also be valuable sources of help for people who are
facing addiction” (p. 10). Seventh, “The model of recovery is transformational” (p. 12). Eighth,
“The developmental model of addiction and recovery is organized by core beliefs about control”
(p. 12). Ninth, “Recovery takes time” (p. 13).
In summary, the model for families shows a four-stage process of recovery for both the
individual and the family members (Brown & Lewis, 1999). The theory has been tested with
mixed results (Rouhbakhsh et al., 2004). In the aforementioned study, the authors found support
for the qualitative measures that chaos/crisis improves but did not find quantitative support for
learning, growth, and decrease in denial over time for families (Reiter, 2019).
Comparison of Recovery Framework
As the Treating the Alcohol: A Developmental Model of Recovery has limited and
conflicting empirical support (Rouhbakhsh, et al., 2004), this section was developed to compare
and contrast between the Developmental Model of Recovery and a more recently compiled
Personal and Relational Empowerment (PRE) framework. Buckley-Walker et al. (2017)
conducted a systematic literature review by locating 12 studies that acknowledged a family
recovery framework for a mental health disorder, a substance use disorder, or a combination of
the two. Their work culminated in the PRE framework. In this framework, they categorized the
findings in four components of family recovery.
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There are similarities and differences between the literature review of the PRE family
recovery framework developed by Buckley-Walker et al., (2017) and the Developmental Model
of Family Recovery created by Brown and Lewis (1999). The first component and stage in the
model are different in at least one way, as the authors of the PRE framework suggest families
acknowledge a problem in the first component, whereas Brown and Lewis (1999) suggest
families live with an existing problem but may live in denial about the problem. The first
component and model are similar in another way because both acknowledge there can be a
denial of the existing problem among family members.
The second component established in the PRE framework and the developmental stage is
similar as they both reflect an awareness and recognition of a problem in families. The third
component identified in the PRE framework and the developmental stage reflects family
members living with an addiction or recovery. These two perspectives of recovery are similar, as
both authors suggest family members have developed new skills or behaviors at this point in the
family’s recovery process. The authors differ in that Buckley-Walker et al. (2017) included
studies in their family recovery review that included continued addiction by a family member.
Buckley-Walker and colleagues (2017) admitted this would ultimately not constitute recovery,
but the developmental model for family recovery suggests that in the third stage, or early
recovery, families are learning new ways of thinking, not returning to past behaviors. They
acknowledge a family member can return to use at any point, but their developmental model
shows a progression of recovery for the family system. While fears may exist for family
members, Brown and Lewis (1999) suggested that, at the fourth stage, family members should
use healthy ways to cope by “establishing a separate identity and separate program” (p. 113) of
recovery from the person who was addicted. Finally, the fourth stage of the model represents a
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process of change occurring as recovery is a continual process, whereas, in the PRE framework,
the authors described the component of family acceptance. Buckley-Walker et al. (2017) found
that family members during the acceptance stage may acknowledge they cannot control their
family member and may see recovery as a lifelong process, among other viewpoints. Brown and
Lewis (1999) propose this stage represents a stabilization of the family, and family members
may or may not utilize external family support programs such as Al-Anon or Alcoholics
Anonymous (AA).
In conclusion, the recovery framework provides a foundation for understanding addiction
and recovery in families. While recovery is conceptualized in a four-part process in both the
Developmental Model and PRE framework, the understanding of recovery is quite complex (ElGuebaly, 2012). Therefore, additional context is needed to better understand the complexities of
the family enduring an addiction and recovery process such as family history.
Family History of Addiction
It is not uncommon for addiction to run in families. Gathering the family history of
disease among family members provides a broader understanding, both medically and socially,
of the person and the family system (Daelemans et al., 2013). Family history can relay a picture
of happenings and can be helpful to better understand disease, including the documentation of
demographic information and anything relevant to disease history of family members (Hinton,
2008). Addiction can then be viewed in the context of the family and can be observed across
generations (Cook, 2007) with the family contributing to the health of individuals in the unit
through genetics and the family environment (Young et al., 2006). Cook (2007) examined family
backgrounds using genograms with 36 participants and explained that almost all of those who
participated had some generational connection to addiction, which provided a family history and
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relationship of dependency passing from generation to generation. Thus, in the context of the
current study, college students in recovery may have one or more members of their family who
are currently in addiction or who are in recovery, thus providing an opportunity for education
and support for the entire family system.
Connection of Trauma
There are connections between adverse childhood experiences, trauma, and substance use
disorder (Chandler et al., 2018; LeTendre & Reed, 2017). While not explored in the current
study, the connection between these historical issues is so substantial that it warrants
consideration. Copoeru (2018) stated, “Since oftentimes in individuals’ developmental history a
traumatic moment precedes addiction, it is reasonable to hypothesize that addiction involves the
modification of the subject’s capacity to operate at the level of temporal processes” (p. 1105).
Meaning, the trauma experienced has potential to change the way a person operates and therefore
could predispose a person to addiction. Alternatively, there are other viewpoints that suggest
trauma or substance use could come before the other or that trauma and substance use could
happen simultaneously (Najavits, 2019).
Trauma combined with a family history presents a challenge. Hedges (2012) presented a
myriad of literature pointing to the adverse effects on children who were raised in homes of
family members who were addicted to drugs and alcohol. Such factors included psychological
factors, becoming a victim of crime, neglect, instability, problematic behavior, and increased risk
of misusing substances. Hedges found 60% of her sample, girls recruited from a treatment
center, to have family members who misused substances or had an addiction. Thus, this research
indicates that those who are exposed to alcohol or other drugs in the home could have an
increased risk for trauma and are at risk of becoming dependent on alcohol or other drugs.
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Depending on the stage of development, trauma could have varying effects on a person
(Bremner, 2006). In one study, self-identified interpersonal trauma was noted in over 71% of the
12 to 19-year-old adolescents entering outpatient substance use treatment (Cole et al., 2019). The
types of interpersonal trauma included physical and sexual abuse along with exposure to parental
intimate partner violence (Cole et al., 2019). Thus, when addressing addiction and recovery,
trauma experience is an important consideration. Given the high percentage of trauma associated
with substance use disorder, it is reasonable to believe that trauma would be present at some
point in the lives of participants in the current study.
Family Involvement in Treatment
Research has established that the family should be included in the treatment and recovery
of the individual (Crnkovic & DelCampo, 1998), but there can be both benefits and challenges
associated with family members and professionals (Hornberger & Smith, 2011). Some of these
benefits of practice include increased engagement and retention in services, increased
understanding of addiction, treatment, and recovery; while some of the challenges or barriers
include the lack of family readiness to change and the lack of consistency by professionals to
engage families (Smith et al., 2009). Unfortunately, families are often excluded from planning or
treatment (England Kennedy & Horton, 2011). England Kennedy and Horton (2011) conducted a
study of 122 clients and 54 family members and found, of those surveyed, 68% recorded not
being included in the planning or treatment of the family member. Thus, it can be hard for family
members to support their loved ones, come to a deeper understanding of addiction and recovery,
and make change if they are not being included in the process.
A qualitative study involving gambling treatment for individuals found that
communication, support, and coping skills facilitated the inclusion of family members in
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treatment, whereas conflict, mental health concerns, and isolation were considered barriers to
engaging the family (Kourgiantakis et al., 2018). Upon further exploration of mental health and
substance use concerns from participants in the study, concerns involving family members
related to issues such as stigma, misunderstanding, or misinformation regarding mental health
issues (Kourgiantakis et al., 2018). One study suggested that treatment programs can assist those
struggling with their family member’s addiction by helping to reduce stress in the relationship
(Timko et al., 2019). Therefore, this research demonstrates that supportive ways of engaging
family members in recovery may include the frequency and quality of communication to family
members (Kourgiantakis et al., 2018) and helping family members reduce stress (Timko et al.,
2019).
Treatment outcomes improve when the family is involved (McPherson et al., 2017;
Ventura & Bagley, 2017). Nevertheless, some of those in recovery services fail to acknowledge
family members as a central piece of the recovery process (Copella & Orford, 2002). Reasons for
this lack of involvement vary, but policies do carry some blame for not engaging family
members (Hornberger & Smith, 2011; Ventura & Bagley, 2017). Operating from a narrow scope
of care essentially treats the individual in isolation from the family; therefore, a shift in the
paradigm is still needed (Ventura & Bagley, 2017).
Family in a Recovery Process
When a person in the family recovers, it has an impact on the family. Andersson and
colleagues (2018) found that sustained recovery of the individual correlated with both improved
quality of life and psychological health of the family members. While there is quality of life and
health improvements in sustained recovery, walking the early path in recovery can be
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challenging to the family (Brown & Lewis, 1999). So, what is needed to achieve continued
sobriety in the family system? Andersson and colleagues found that the “development of a
greater understanding of both the person with addiction and the family member’s ability to
comprehend their own motives, interactions and consequences” (p. 62) led to positive outcomes
among family members. In essence, family members increased their personal understanding of
their own behaviors and increased their understanding of the person in the family with the
addiction. Therefore, informed family members can serve a role in the recovery process
(England Kennedy & Horton, 2011).
Thus, increasing family education and appropriately incorporating the family into
programming could potentially help both the person in recovery and the family system. Whereas
some authors have indicated that family members' readiness to change may be a challenge
(Hornberger & Smith, 2011), others believe family members are interested in further education
(England Kennedy & Horton, 2011). As recovery is commonly misunderstood by family
members (England Kennedy & Horton, 2011), more exploration is needed to fill these gaps of
understanding.
Self-Directed Recovery
Self-directed recovery provides an opportunity for one to take ownership over one’s
addiction and recovery, which then provides for a healing pathway of one’s self-directed choice
(National Council for Behavioral Health, 2015). The idea of self-direction of one’s recovery has
been researched in areas of mental health (Deegan, 2002; Hamm et al., 2018). One study
reviewed a self-direction program, and participants noted having self-direction was helpful, with
one participant noting it helped his or her self-confidence in recovery from substances (Croft &
Parrish, 2016).
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Self-direction is not only viewed from an individual perspective but also through the
perspective of treatment and mutual-aid participation. Moos (2003) noted the conflicting
paradigm in treatment settings where it is important to have structure to curtail certain behaviors
of individuals and also to create an environment that supports self-directed behavior. So, while
professional treatment is structured, there is still a need for personal decision-making in the
recovery process. “Self-help” is closely related to self-direction in the recovery literature.
“Self/mutual-help” reflects a person as choosing to participate in abstinence (McKay et al.,
2013). McKay and colleagues (2013) found that self-help beliefs and participation in self-help
meetings along with readiness to change and coping all predicted a change from using to
abstinence. While these factors did not predict maintenance, there is important insight to glean
from the participants becoming initially abstinent through self/mutual-help beliefs and
participation.
Boundaries
Salvador Minuchin was a family therapy pioneer (Andolfi, 2018) who has authored
books and contributed to the understanding of families (The Minuchin Center for the Family,
n.d.). As a family therapist, Minuchin developed Structural Family Therapy, which is a treatment
model based on systems theory with the aim to change family structure (Colapinto, 2015).
Establishing appropriate boundaries are a part of this treatment model.
Minuchin (1974) stated that boundaries include the rules of who participates in the family
and how each member participates in the family (p. 53). Consequently, for family boundaries to
function properly in the family system, the boundaries should be clear between the subsystems
(Minuchin, 1974). Minuchin also stated that, “[Boundaries] must be defined well enough to
allow subsystem members to carry out their functions without undue interference, but they must
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allow contact between the members of the subsystem and others” (p. 54). If the boundary in the
subsystem relationship does not operate properly, families may become either enmeshed or
disengaged (Minuchin, 1974). Optimally, families will operate with clear boundaries and not live
with too rigid boundaries by being disengaged, or not live enmeshed lives (Minuchin, 1974).
Individuals operating in too-enmeshed families may have a lower sense of autonomy, whereas an
individual operating in a too-disengaged family may lack belonging support or loyalty from
other members (Minuchin, 1974).
Helping and Hindering Behaviors of the Family
Peer and family networks can be an essential mechanism for the continued support of the
recovering individuals (Acri et al., 2012). In a qualitative study of 28 adolescents, 30 of their
parents or caretakers, and 29 associated treatment staff at three treatment facilities, semistructured interviews were conducted to determine what kinds of support are needed after
treatment. Areas found to be helpful included aftercare needs such as 12-step meetings or
treatment, relationships, sober environments, and internal motivation (e.g., maintaining
commitment). Results pertaining to relational support suggest that the highest need of those
adolescents who perceived they needed support, was to have family support (71%) followed by
their perceived need to have positive friendships (25%; Acri et al., 2012). Therefore, the family
can be an asset to the person in recovery and may be able to meet some of the needs identified in
this study such as helping create sober home environments, helping to pay for treatment, or
providing relational support. While many of these supports are indicated as a need, many are
outside of the family’s capability, such as 12-step meetings and internal motivation. While this
research demonstrates that those in recovery desire family support, it is important to understand
what types of support are useful and necessary.
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Studies have been completed regarding types of support (Aldersey & Whitley, 2015;
England Kennedy & Horton, 2011). England Kennedy and Horton (2011) characterized family
support in terms of "resource provision" and "intangible support," which could be provided
actively or passively (p. 1225). Active intangible support examples included caring for the loved
one, creating a safe environment, and establishing boundaries. In contrast, passive support
involved being available for family members so they did not feel alone. Family members can
provide a presence and support that is often not acknowledged by the person giving care or
providing emotional support. England Kennedy and Horton (2011) stated,
Overall, clients interpreted more of family members' actions, environment creation,
presence, and emotional responses as necessary forms of help in recovery than did family
members. Acts of resource provision that family considered low-cost or culturally
expected behaviors were interpreted as essential acts of generosity, trust, and/or inclusion
by clients. Family members never described themselves or other relatives as living
incentives, in contrast to how clients sometimes described them. (p. 1226)
Therefore, family members can provide support for their family members in several
ways, particularly through both physical provision and emotional connection.
In a study of severe mental illness recovery, such as from major depression or
schizophrenia, 54 participants were interviewed regarding their family’s influence in their
recovery (Aldersey & Whitley, 2015). Facilitators of recovery included moral support, practical
support, and family as a motivating factor for recovery. Moral support was explained by family
members providing stability in their lives, being there or visiting, having trust, making phone
calls, and socially supporting them by rationalizing or putting into perspective mental illness for
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their loved one. Practical support included financial efforts of family members to provide food,
housing, other money, or taking care of bills. Support by family motivation included both being
motivated by family members (e.g., child or grandson) and those in recovery trying to motivate
their family members (Aldersey & Whitley, 2015). Therefore, based on findings from the
aforementioned studies, family support can occur in a number of ways including physical or
practical support, emotional support, moral support, and family as the motivation for support.
While family members can provide support to the recovering individual, there are also
instances in which families may undermine recovery through a lack of understanding, enabling,
and controlling behaviors. Research seems to indicate that families rarely intend to hinder
recovery but do so unintentionally. For instance, research has shown that family members often
lack knowledge about addiction and recovery and can misunderstand recovery (Aldersey &
Whitley, 2015; England Kennedy and Horton, 2011). Family members’ inability to understand
recovery or stigmatize their family member in recovery can be hurtful (Aldersey & Whitley,
2015).
Besides the lack of knowledge and misunderstanding recovery, loss of trust was
considered an impediment, but regaining trust was considered "critical" in one’s recovery.
Through the addiction, there was a loss of relationships, which then proved to impede recovery
as family support was not available for the individual (England Kennedy & Horton, 2011).
Aldersey and Whitley (2015) found that additional barriers to recovery included family
members’ acting as a stressor and forcing hospitalization (Aldersey & Whitley, 2015). In
consideration of these findings, mending the disconnections between family members so that
each member of the family system has a better understanding of what is perceived to be helpful
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or unhelpful behavior may contribute to better outcomes in treatment and extending into
recovery.
Societal and Cultural Values
While the family influences recovery, society and culture, such as peers, also have
opportunity to influence (Collado et al., 2019). Society’s influence can be perceived as hurtful,
such as stigma (Corrigan & Watson, 2002), or helpful, such as community support (Donovan et
al., 2013). The following section begins with stigma but shifts towards cultural change. This
section concludes with an overview of community-based 12-step programs for both the
individual and the family.
Stigma
Stigma in mental health can be understood in two ways, public stigma and self-stigma,
(Corrigan & Watson, 2002). Both public stigma and self-stigma can be explained through three
components: stereotypes, prejudice, and discrimination; public stigma is how the public endorses
these viewpoints, and self-stigma is how the person views him or herself (Corrigan & Watson,
2002). Other authors have provided additional context saying, “Stigma exists when elements of
labeling, stereotyping, separation, status loss, and discrimination occur together in a power
situation that allows them” (Link & Phelan, 2001, p. 377). What is detrimental is that stigma may
interfere with help-seeking behaviors and decrease the likelihood of participation in mental
health treatment or services (Corrigan, 2004). As such, family members may not seek help for
their loved one due to the public stigma, or a family may have internalized stigma that prohibits
seeking help.
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There is higher stigma associated with addiction than with other mental health issues
(Corrigan et al., 2009). Families of adolescents with a substance use disorder may be perceived
negatively or even partially blamed for the existing problem (Hornberger & Smith, 2011).
Family members often experience a sense of disempowerment as a result of "living with their
relatives’' addiction" (Orford et al., 2013, p. 73). Victim blaming occurs when parents or family
members of those struggling with addiction are criticized or “blamed,” which can add to the
stigma of addiction within the context of society and the existing culture (Orford et al., 2013). As
the destruction of addiction takes a toll on the family, attention should be given to providing
appropriate support for those in the family system dealing with both the addiction and recovery
of their loved one (Andersson et al., 2018).
Cultural Healing
While there are detrimental effects of stigma associated with mental illness (Corrigan &
Watson, 2002), positive changes have occurred in the culture concerning addiction and recovery
support (White et al., 2012). Family members who were involved in a study regarding helpseeking behaviors agreed and would welcome an increase in promotion of awareness activities
for family support such as campaigns, media coverage, and helplines (McDonagh et al., 2019).
As the topic of addiction and recovery has been addressed on popular radio, film, music, art,
literature, and other avenues that increase the public’s attention, this attention can increase
awareness and can also promote a sense of belonging among people (White et al., 2012).
While there is emphasis for the larger society coming together and making change for
increased awareness, there is a plausible connection that those in recovery from alcohol and
other drugs (AOD) should come together as a community for healing as well (White et al.,
2012). White et al. (2012) described the impact of such a change:
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Already rising from these new recovery support institutions is the concept of
community recovery—the idea that broader social systems beyond the individual have
been significantly wounded by severe and prolonged AOD dependence and related
problems that may require a process of consciousness-raising and sustained healing. (p.
312)
This consciousness raising can be achieved through several practical ways. Some of the
suggestions include having a human-centered and empathetic approach, collaboration of crossdisciplinary teams, including people in recovery, and approaching the change of stigma with
optimism, curiosity, and an experimental perspective (Ungar et al., 2016). Treating the person
who is in recovery with empathy and as a human being while also valuing their input into the
process are important considerations for decreasing stigma and developing solutions that are
lasting.
From a community perspective, this consciousness raising for healing can be achieved
through people coming together in society through enterprises that support people recovering
together. Examples of programs that espouse community include community-based 12-step
programs (Laudet, 2003), recovery high schools (Yule & Kelly, 2018), and CRPs (Laudet et al.,
2016). The coming together of more than one person creates a community of people who are
then espousing this journey of sustained healing together (White et al., 2012).
Community-Based 12-Step Programs
Addiction occurs within a social context, one where the environment of an individual
plays a part in both the continued addiction and potential for long-term recovery (McCutcheon,
Kramer, et al., 2014). Community-based programs serve a world-wide audience and can provide
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an opportunity for peer support in the recovery process (Donovan et al., 2013). The following
sections describe programming suited for both the individual and the family.
12-Step Programs for the Individual
Support mechanisms are a connection to continued sobriety for individuals recovering
from addiction (Laudet et al., 2002). Recovery treatment and support can vary for individuals
with some choosing to go through a formal treatment plan while others choose continued
sobriety through other means such as a community-based groups (Laudet et al., 2002).
Community-based recovery support groups such as Alcoholics Anonymous (Borkman, 2008;
Kelly, 2017), Celebrate Recovery (Brown et al., 2013), and others (White et al., 2012) have
documented success. The first few months after treatment is a critical time with peer and
environmental factors influencing the likelihood of a return to behavior (Moberg et al., 2014).
There are various 12-step fellowships such as Alcoholics Anonymous (AA), Narcotics
Anonymous (NA), Cocaine Anonymous (CA), Marijuana Anonymous (MA), Crystal Meth
Anonymous (CMA), and others, which approach recovery through abstinence from the substance
(Laudet, 2009). When combined with professional treatment, research has demonstrated that
community-based 12-step program involvement enhances recovery and can be a continued
resource for those seeking recovery (Humphreys, 1999). While each fellowship is formatted
similarly in organization and meetings, each is specific to the substance and has a membership
that reflects the particular issue with the exception of NA, as this fellowship is for people with
varied substance issues (Laudet, 2009). AA is probably the most recognizable 12-step fellowship
and provided a foundation for other anonymous fellowships as the 12 steps are similarly stated
(Humphreys, 1999; McCrady & Miller, 1995)
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Alcoholics Anonymous (AA) is a fellowship for people who struggle with alcohol. This
organization is self-described as a nonprofessional, self-supporting, multiracial, and apolitical
organization (Alcoholics Anonymous World Services Inc., n.d.). It is estimated that there are
118,000 groups in 180 nations, with literature available in multiple languages (Alcoholics
Anonymous World Services Inc., n.d.). One author described AA as working through various
mechanisms simultaneously (Kelly, 2018, p. 931) as AA uses various ways to support people in
recovery such as meetings, anonymity, 12-steps, 12 traditions, having a sponsor, and literature
(Alcoholics Anonymous World Services, Inc., 2018). AA attendance also is associated with
decreased depression in those recovering from alcohol (Wilcox et al., 2015).
12-Step Programs for Family Members or Friends
The importance of self-care has been noted in health issues such as family members
caring for loved ones with dementia (Weisman de Mamani et al., 2018) and Alzheimer's (Diaz et
al., 2020), among others. Additionally, caring for and helping others can lead to compassion
fatigue, which has been studied in varying professions in mental health care (Ray et al., 2013).
From this perspective, family members should be cautious regarding the recovery process,
including being considerate of themselves and their recovery.
While there are 12-step programs like AA for the individual family member seeking
sobriety, there are also groups for the family members of individuals in recovery. Al-Anon was
founded in 1951 with the affiliate Alateen (e.g., for teens) beginning in 1957 (Timko et al., 2012;
White et al., 2012). Nar-Anon went through several iterations to begin but is credited as starting
in 1968 (Timko et al., 2012). These groups operate as a support group for family members and
friends of individuals in recovery with guiding principles of the Al-Anon organization, including
a 12-step process for recovery, unity focus, and service to others (Timko et al., 2012).
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Al-Anon is a resource that families can utilize to help cope with their family member’s
use of alcohol (Timko et al., 2013; Timko et al., 2019). As of 2012, Al-Anon served 384,000
people in the world from 115 different countries, with Al-Anon having 28,000 groups and AlAlateen having 24,000 groups (Timko et al., 2012). Al-Anon groups are managed like AA
groups with members attending through face-to-face meetings, having a sponsor, working the
traditional 12 steps, reading literature, and so forth (Timko et al., 2012). Al-Anon promotes an
environment of personal responsibility, meaning that each family member is responsible for their
actions; therefore, the behavior of a person who exhibits controlling behaviors, such as trying to
control how another person consumes alcohol, is unacceptable (Timko et al., 2012). Reasons for
joining Al-Anon vary but attending Al-Anon has been associated with a higher quality of life,
well-being, and the quality of relationship with user (Timko et al., 2013, 2016). Additionally, AlAnon attenders have noted there is supportive communication associated with Al-Anon
attendance (Kuuluvainen & Isotalus 2014).
It is approximated that there are 57,000 first attenders to Al-Anon groups each year
(Timko et al., 2012), with approximately 57% stopping attendance after a six-month time span
(Tinko et al., 2014). While Al-Anon is primarily used as a group to support those who are being
negatively affected by someone else’s alcohol use, a member survey conducted in 2015 found
that approximately 40% of Al-Anon attenders go to Al-Anon due to negative effects they were
experiencing due to a friend or family member’s drug use (Al-Anon, n.d.). Thus, each attendee
does not need to have a family member struggling with alcohol. Still, Al-Anon is best suited to
support those who have been affected by a family member’s alcohol use.
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Benefits of attending Al-Anon include increased quality of life/well-being, being more
hopeful, having better relationships with other family and friends, increased self-esteem, spiritual
satisfaction, and a reduction in stress, anger, depression, and confusion, among others (Timko et
al., 2016). A qualitative study of Al-Anon attenders with alcohol dependent family members
found that attendance at Al-Anon meetings helped family members in the recovery process
(Bermúdez et al., 2017). Three themes emerged from 10 interviews: how family created the
meaning of alcoholism, the processes followed by family that lead to initial attendance of AlAnon, and family support. Three subcategories of support for families emerged from these
interviews: “to recognize that he needs help,” “to receive help from Al-Anon,” and “to
recommend Al-Anon to other family members.” Participants reported that they relied on the
social support of Al-Anon, but stigma held them back from seeking help sooner. Additionally,
attendance helped increase confidence, increased connections with other people, and an increase
in knowledge. Thus, this study demonstrated that attending Al-Anon can increase family
members’ understanding of addiction (Bermúdez et al., 2017)
Substance use disorders continue to affect families through generations. The 2018
membership survey of Al-Anon (N = 13,302) found that at least seven in ten members reported
having a family history of alcoholism through a span of at least two generations (Al-Anon,
2018). This underscores the need for support and interventions for families who have a family
member struggling with substance use. Research has found that family members may not
understand how to deal with someone who is addicted to a substance and may have feelings of
stress, hopelessness, or anger regarding the situation (Al-Anon, 2018). Family members who
engage with professionals or community-based 12-step groups learn how to use coping
strategies. This belonging, whether to Al-Anon or another mutual-aid group, brings people
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together and “gives purpose and meaning to an otherwise sometimes lonely and painful
existence” (Andersson et al., 2018, p. 62). Thus, implications for fellowship with others who are
struggling may provide a community where there can be shared healing.
Recovery and Education
There are two guiding associations for recovery and education at the high school and
collegiate levels, the Association of Recovery Schools and the Association of Recovery in
Higher Education, respectively. As of February 2020, there were 64 institutional members and
58 individual members of the Association of Recovery Schools (Association of Recovery
Schools [ARS], n.d.). The membership includes a mix of high schools, CRPs, and others. The
Association of Recovery in Higher Education has approximately 138 registered member
programs but does not list the individual affiliate members such as non-profit, ally, corporate, or
other professional members (Association of Recovery in Higher Education [ARHE], n.d.).
Because of the limited research to support CRPs, research is included for adolescent/high
school recovery programs in this section as well. This inclusion of research provides a better
understanding of experiences of addiction and recovery within a formal education context. An
important caveat is that there are differences between these two developmental periods.
Adolescents are most likely still living in the home with a parental figure, whereas emerging
adults are often living outside of the home or in a “transitionary” period (Arnett, 2000). It is
during this time where college students are becoming more autonomous yet may still be closely
connected to their family emotionally, financially, or in other ways (Sax & Wartman, 2010).
Recovery programs at high schools and colleges vary from school to school and college to
college, but they have a uniting theme. All strive to meet the needs of recovering students who
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would benefit from additional resources and support to maintain sobriety while on their
educational journey (Finch & Karakos, 2014).
High School Recovery Programs
Recovery high schools are a resource for high school students in need of recovery support
(Finch & Frieden, 2014) and have been identified as a possible “key component” for recovery
support services among youth, but more research is needed (Yule & Kelly, 2018). As of 2013,
there were approximately 25 recovery high schools in the United States (Moberg et al., 2014).
Funding for high school recovery programs ranges from public funding, private funding, grants,
and other funding sources (Finch et al., 2014). There are many complexities of opening recovery
high schools (Moberg et al., 2014). Some of the issues to be addressed include education of the
student, recovery support in various forms, students who have interacted with the criminal justice
system, students with mental health issues, and other psychological factors affecting students
(Moberg et al., 2014). There are several challenges of keeping programs open, similar to opening
a recovery program, such as attendance issues, behavioral problems, and funding resources
(Bowermaster, 2013). This variability has an impact on the ability of schools to stay in operation,
with at least 41 recovery high schools closing since 1979 (Moberg et al., 2014). From this
evidence, it can be challenging to both open and maintain a recovery high school, and there are
ample challenges to support a high school recovery program.
There is a considerable amount of variability in recovery high schools (Finch et al.,
2014). In an analysis of 17 recovery high schools and one pilot program, recovery high schools
varied from school to school in the organization, physical structure, enrollment, teachers,
counselors, funding sources, referral sources, and many other areas (Finch et al., 2014). Among
those analyzed, the range of enrollment was six to fifty, with staffing ranging from one to five
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teachers and one to three counselors at each school (Finch et al., 2014). Additionally, there is
conflicting evidence regarding the balance of recovery and academics in recovery high schools.
Finch and Karakos (2014) noted that education and support are equally emphasized in recovery
high schools with therapy, recovery-focused programming, and peer support to achieve both
successes in recovery and the classroom. Moberg et al. (2014) found a slightly different balance
with only two of seven schools having an equal balance, one of seven schools focusing on
recovery as a primary emphasis, and four of seven focusing primarily on academics. While these
priorities may differ, the mission remains the same: “Support for abstinence and relapse
prevention is a central function” (Moberg et al., 2014, p. 176). Thus, although variability exists
from school to school, support for the recovering adolescent is critical.
Program Effectiveness
Evidence supports the creation of recovery high schools with key expectations for
effectiveness (Holleran Steiker et al., 2015). These include community collaborations; the
utilization of national organizations, such as the Association of Recovery Schools Accreditation;
launch teams; experienced professionals to run the program; marketing strategies regarding the
culture of recovery; and the utilization of student voices. Additionally, it is important to be
flexible regarding change and remain current with the national trends (Holleran Steiker et al.,
2015).
Students who are involved in recovery high school programming have decreased rates of
relapse, decreased use of substances, and improved academic achievement (Lanham & Tirado,
2011). In a quasi-experimental study, students who had substance-use disorders were compared
based on attending or not attending a recovery high school. After six months, students involved
in the recovery high school were more likely to be abstinent than those who did not attend a
49

recovery high school (Finch et al., 2018). Moberg et al. (2014) found several promising
outcomes from recovery high schools through a retrospective pretest, post-test survey. Regarding
abstinence, 20% noted abstinence in the previous 90 days of entering a recovery high school.
The number rose to 56% reporting abstinence at the point of the survey. Self-reported feelings of
progress from pre-attendance of the school showed that students were feeling better about their
alcohol/drug issues (80%), their academic work (71%), emotions (59%), family issues (57%),
and social issues (56%; Moberg et al., 2014).
Adolescents who struggle with substance use disorders or other addiction may benefit
from enrollment in a recovery high school. This research also suggests that many factors affect
adolescents who may be involved in a recovery high school. With the adolescent operating in
layers of interconnected systems, there are multiple opportunities for prevention, intervention,
and support for adolescents in recovery who attend recovery high schools. Involving the family
is another component.
Family Involvement
Understanding family involvement in the recovery process for adolescents is ongoing. In
one study, six of 18 schools reviewed had family involvement activities, and three recovery
schools were opposed to family involvement, viewing family involvement as detrimental to the
recovery process (Finch et al., 2014). On the one hand, the recovery high school Insight, located
in White Bear Lake, MN, involved families by offering wide-ranging opportunities for parents to
be involved. The program had a parent night, provided contact information so parents could
connect with one another and the school, and was intentional about involving the family in the
recovery process (Bowermaster, 2007). On the other hand, findings from Finch and others (2014)
indicated that family involvement was not perceived as being beneficial in some instances. For
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instance, one administrator listed family involvement as possibly detrimental and something to
be avoided, “We don’t seek out parental involvement, especially if the parent is using and a bad
influence” (Finch et al., 2014, p. 125). Thus, family members who are poor influences may not
be included in some recovery high schools due to the risk of detrimental outcomes. From this
review, additional evidence is needed to define when family involvement is helpful and when
family involvement in programming could be detrimental to the recovery process for
adolescents.
Holleran Steiker and colleagues (2015) recommended the intentional effort of students
who attend recovery high schools to connect to a college where a CRP exists so there will be a
continuum of care. Additionally, the authors recommended that a program have a connection to
community allies as these two pieces are critical to a program's success. The continuum of care
for adolescents from a treatment facility to a recovery high school and then on to a recovery
program at the collegiate level could strengthen the support between allies and programs to
potentially better provide support for individuals and their respective families navigating a
recovery process.
Collegiate Recovery
The college campus is a central element of higher education. However, it can also be a
place where high-risk behaviors, including the misuse of alcohol, are present among college
students (Bell et al., 2009). The university setting has long been known as an unsupportive
environment for abstinence (Harrington Cleveland et al., 2007). In fact, of college graduates who
were members of a CRP, 37% reported feeling stigma while they were in college (Brown et al.,
2019). Thus, the college campus environment can be problematic for those in recovery, but
CRPs are on the rise nationwide (Laudet et al., 2014). In 2016, there were approximately 50
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programs in the United States (Laudet et al., 2016) whereas, as of January 2020, there were 138
ARHE member programs listed for the United States (ARHE, n.d.).
There are varying perceptions about having a CRP on a college campus. Bell and others
(2009) argued that CRPs could help improve both retention efforts and graduation rates for
colleges. However, DePue and Hagedorn (2015) mentioned that opposing views exist. For
example, the university might perceive that, by having a CRP, there is an indicated problem
existing on campus. Moreover, if there is a problem on campus, parents might be apprehensive
about having anonymous meetings on campus due to safety issues related to alcohol and drugs.
While these are legitimate concerns, they are likely a result of a misunderstanding regarding
addiction and recovery, and can be mediated through appropriate communication, education, and
advocacy efforts (DePue & Hagedorn, 2015). There may be tradeoffs in offering initiatives
around addiction and recovery as the university may be forced to acknowledge an existing
problem, but the tradeoff in this instance allows a stigmatized population to unite for support
instead of existing in the shadows unserved.
Foundations of Collegiate Recovery Programs
The premise of a CRP is founded on the fundamental need for recovering students
choosing to enter college or return to college to have a normal college experience without the use
of alcohol, drugs, or other addictive behaviors (Smock et al., 2011). Students join CRPs for many
reasons, but one study found that 56% joined to have a recovery peer network, 31% joined to do
college sober, and 14% joined to give back (N = 486; Laudet et al., 2016). At least 80% of
participants cited more than one reason for joining a program (Laudet et al., 2016). Given that
most are joining to have access to their peers in recovery, a CRP is viewed as providing a
supportive environment where recovery is enhanced for students. Therefore, it is not considered
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a replacement for treatment or a substitute for a student's recovery program but a network to
further enhance recovery and receive social support from other students in the recovery
community. The earliest schools to have worked with collegiate recovery include Brown
University, Rutgers University, Texas Tech University, and Augsburg College (White et al.,
2012).
Texas Tech University (TTU) has been one of the leaders of the CRP model and has
established The Center for the Study of Addiction and Recovery (CSAR; Harris et al., 2007).
Founded in 1990, they provide a comprehensive recovery program that involves peer support,
family support, and administrative support (DePue & Hagedorn, 2015). In the beginning, CSAR
provided support and training for substance use disorder counselors and has since grown in
numerous ways, including to research the complex issue of addiction and recovery (Harris et al.,
2007). TTU received a federal grant through the Substance Abuse and Mental Health Services
Administration (SAMHSA) to create a “Replication Curriculum” so other schools could model
the TTU approach (Harris et al., 2007), thus contributing to the growth and replication of CRPs
nationwide.
More recently, as a foundation for CRP programming, a new model, called the Recovery
Ready Ecosystem Model and Community Framework, has emerged (Ashford et al., 2019). The
authors attribute the basis for the model on the “social-ecological systems theory” and “recoveryoriented systems of care.” The model builds similarly to an older version of Bronfenbrenner’s
model with “ecosystems” that include the individual, community, institutional, and policy levels,
but do not include the PPCT aspect of the model. The authors acknowledge the model has not
been tested (Ashford et al., 2019).
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Program Components
Although there is variation in the models employed at various institutions, central
components of CRPs have been identified (Bugbee et al., 2016). As a baseline, the model of the
program at TTU provides an academic opportunity for students to pursue higher education who
otherwise may not have the chance. The TTU model, as presented by Shumway et al. (2011),
included, "recovery support, access to higher education and educational support, peer support,
family support and community support/service" (p. 251). Laudet et al. (2015) added that CRPs
traditionally have 12-step based programming that is peer-driven and includes social supports,
such as sober events and seminars on recovery and substance use. Other components of the CRP
that vary by location include scholarships, permanent student gathering locations, recovery
housing, and other academic supports such as advising (Bell et al., 2009).
The ARHE has identified seven standards and recommendations for having a CRP on a
college campus (ARHE, 2015; Ashford et al., 2018). First, abstinence-based recovery is the
standard for operating a CRP. Second, CRPs do not operate outside of an institution for higher
education but are included as part of the university system. Third, CRPs remain non-profit
organizations, meaning it should not operate for profit as a business would. Fourth, institutions
should employ qualified, ethical, and dedicated staff to run a CRP. Fifth, A CRP provides
recovery support for students maintaining sobriety, which can be achieved through a number of
activities and initiatives such as meetings and return-to-use prevention. Sixth, the students
represent the “community,” and addiction from alcohol or other drugs should remain the focus of
support. Other addictions are recognized by the ARHE, but support for alcohol or other drug
addiction should remain the primary emphasis of CRPs. Seventh, CRPs should have dedicated
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space in which to operate. The space should serve as a space to gather, where students can
support one another (ARHE, 2015).
Social support has been associated with less substance use (Looktah et al. 2019) and
predicts extended periods of abstinence (Bond et al., 2003; Polcin & Korcha, 2017); thus, the
peer support or peer-driven aspects of the CRP are worthwhile efforts in programming. Sober
events include sober tailgates, socials, and other fun activities for students to gather in an
alcohol-free environment. Onsite support groups can consist of Narcotics Anonymous,
Alcoholics Anonymous, and similar types of anonymous support groups on campus, while
community support and service involve acts of service by recovering members who give back to
their community (Bell et al., 2009).
Recovery Profile of CRP Participants
In one of the first studies to analyze CRP participants, Laudet et al. (2015) surveyed 486
participants from 29 programs. The primary addictions identified by program participants
included drugs (52.6%) and alcohol (38.9%) with a little over 10% having a behavioral
addiction, such as disordered eating or love addiction, and approximately 40% smoked (although
the type of substance smoked was unspecified). Only 10% of participants did not have a
secondary issue; therefore, there are increasing concerns about co-occurring issues. The average
age of program participants was 26.2, with most students reporting they were single (87.4%) and
living off campus (74.8%; Laudet et al., 2015). Of those who participated, 37.7% had been in jail
or prison as an adult (Laudet et al., 2015). In another study, co-occurring disorders were found
among CRP students at a rate of 16.8% (Ashford et al., 2018). From this research, several areas
can be explored further, such as what type of advocacy might be needed for recovering students
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who have interfaced with the criminal justice system and further exploration of co-occurring
conditions in mental health for recovering college students.
Program Effectiveness
Research has demonstrated that students who participate in collegiate recovery
programming experience a myriad of benefits. Laudet et al. (2015) found that that students who
are involved with CRPs have continued success in recovery, with an average of 1,053 days of
sobriety for drugs and 952 days for alcohol. Implications from a recent study suggest that social
networks afforded to students involved in institutionally funded recovery programs have
increased sobriety time (Patterson, et al., 2020).
Established programs such as the program at TTU have found consistently higher
undergraduate grade point averages and higher graduation rates among program participants than
their undergraduate peers. TTU’s program students’ mean grade point average was 3.18 in
comparison with Texas Tech’s overall undergraduate grade point average of 2.93 (Harris et al.,
2007). Additionally, TTU has found their recovery program graduation rate (70%) to be higher
than their institution’s graduation rate (60%) and the national graduation rate (55.9%; Laudet et
al., 2014). This research demonstrates there are educational gains through participation in
institutionally sponsored recovery programming.
Family Involvement
While CRPs include family in programming, there is limited literature regarding how
CRPs or the programming impacts the family. Family weekends are events where parents and
families are invited to participate in programming specific to the family (DePue & Hagedorn,
2015; Harris et al., 2010; Shumway et al., 2011). Schools such as Texas Tech value the
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component of family support and how families can be supportive of their college students
excelling academically at the university (Harris et al., 2007), yet there is not research available to
see the effects of such programming. A belief in autonomy may help explain why more research
has not been completed regarding families and CRPs. Russell et al. (2010) argue that family
members, particularly parents, “can be controlling and intrusive” (p. 32). Thus, the authors
encourage college students in recovery to be autonomous of the parents. While this may be a
need for a portion of students in recovery, it omits opportunity for connection to the family
system for programming. Therefore, taking a system approach, rather than limiting participation
to one individual in the family system, provides opportunity to address dysfunction or other
problems (Reiter, 2019).
While authors have noted that family support is provided as part of a CRP (Harris et al.,
2007), the only type of literature that was found to include family member’s perspectives
through a CRP was found in a “multifamily group curriculum” where authors provided nine
participant statements related mostly to satisfaction of the curriculum (Shumway et al., 2011,
2017). While this feedback was meaningful, it was in response to the curriculum and not the
CRP as a whole.
After reviewing a meta-synthesis of qualitative studies of collegiate recovery
programming from 2000-2017 (Ashford et al., 2018), the authors did not list any studies where
family members were a part of the sample. Only one study indicated their findings were related
to the family, indicating a theme was found for “family interaction” (Cleveland & Groenendyk,
2010). The purpose of the study was “to investigate the social support for abstinence” for
program members at TTU’s recovery program (Cleveland & Groenendyk, 2010, p. 78). The
researchers collected data through diary reports, using a Palm Pilot, for 55 students between the
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fall of 2004 and the fall of 2005. During the collection period, participants made between 15 and
33 entries into a Palm Pilot, which took less than 4 minutes. This method was used so the
researchers could assess CRP members’ maintenance of recovery. There were a myriad of
findings including that CRP participants visited the CRP drop-in center, participated in selfimprovement behaviors like 12-step meeting attendance, stayed in constant contact with their
recovering peers, and 75% smoked a cigarette at least one day during the study. Regarding
family social contact, participants reported being in contact with family members on 59% of the
days of the study. This contact was through both face-to-face and phone interactions, with the
mother being the most commonly contacted family member (70%), followed by fathers (48%),
sister (14%), and brother (14%); it was not clearly reported how the percentages were calculated.
From these findings, the clear take-away is that college students in CRP programs do have
regular contact with their family members.
Therefore, in consideration of a student’s autonomy, while also having a perspective of
the family system, the CRP movement can move forward. More exploration of the family’s
perspective on the CRP movement is needed. In summary, having only limited literature that
references families involved in a CRP program underscores the need for additional family
perspective. It further underscores the need to have family members included in the research
process.
Conclusion
In conclusion, Bronfenbrenner's Bioecological Model, including the Process-PersonContext-Time Model, provides a theoretical perspective for the study. The PPCT model can be
applied to guide understanding of development that takes place within the context of the
individual and his or her family. This dissertation study emphasizes the contextual systems that
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influence a college student in recovery, with particular focus on the family. Viewing the college
student through the perspective of the family system provides additional viewpoints as members
do not operate in isolation but part of the greater family system. There are two types of
institutionalized recovery programming discussed, recovery high schools for adolescents/high
school students and CRPs for college students. Both programs have potential to integrate and
support parents and families into programming, but additional research is needed to fully
understand what may help or hinder the recovery of a college student.
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CHAPTER III
RESEARCH METHODOLOGY
The current descriptive qualitative study explored recovering college students within the
context of the family. Qualitative methodology allowed the researcher to collect “rich
descriptions” of information from participants in the study (Magilvy et al., 2009, p. 299) to better
understand the college student’s recovery process in the context of families. Descriptive studies
seek to uncover the “who, what, and where of experiences” that lend toward a better
understanding of the phenomenon (Sandelowski, 2000, p. 338). In the current study, the
recovering students and their families represent the “who,” the recovery process represents the
“what,” and the college and other environments where recovery takes place represents the
“where.” Put another way, “Qualitative descriptive studies offer a comprehensive summary of
an event in the everyday terms of those events” (Sandelowski, 2000, p. 336). Thus, this
qualitative descriptive study attempted to describe the experiences of participants in their
recovery journey.
Theoretical Orientation
There are two paradigms widely discussed in the literature: the qualitative and
quantitative paradigms (Creswell & Roth, 2018). A qualitative paradigm guided this study.
Creswell (2013) conveyed this working definition of qualitative research.
Qualitative research begins with assumptions and the use of interpretive/theoretical
frameworks that inform the study of research problems addressing the meaning
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individuals or groups ascribe to a social or human problem. To study this problem,
qualitative researchers use an emerging qualitative approach to inquiry, the collection of
data in a natural setting sensitive to the people and places under study, and data analysis
that is both inductive and deductive and establishes patterns or themes. The final written
report or presentation includes the voices of participants, the reflexivity of the researcher,
a complex description and interpretation of the problem, and its contribution to the
literature or a call for change. (p. 44)
Within the qualitative paradigm, a theoretical framework must be selected to organize
and guide fieldwork and interpretation (Cresswell, 2013). A theoretical framework should be
selected based on its “fit” with the purpose of the study. For this study, the systems perspective
was selected because it allowed the researcher to understand “real-world complexities, viewing
things as whole entities embedded in contexts and still larger wholes” (Patton, 2002, p. 120). The
foundational question associated with a systems perspective is “how and why does this system as
a whole function as it does?” (Patton, 2002, p. 119). Relying on this theoretical perspective
provided direction for the study recognizing that families operate as a whole system rather than
as a set of individuals operating in isolation. Systems theory operates from the premise “That the
system is greater than the sum of its parts” (Anderson & Sabatelli, 2011, p. 8). Utilizing a
systems perspective allows the researcher to recognize that the parts of a system are
interconnected and interdependent in such a way that a change to one part of the system will lead
to changes in all parts and the systems itself (Patton, 2002).
When viewing the family through the lens of wholeness, a systems perspective is
necessary to address the unique perspectives of members and how they fit into the larger system
of the family (Patton, 2002). As the parts in a system are interconnected, so are the family
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members. Viewing the family through a systems perspective allowed for the development of an
interconnected family case to be created. Viewing the family as a whole by collecting data from
multiple family members assisted the effort to create a holistic perspective of recovery rather
than viewing one perspective of one individual in the family. Therefore, a systems perspective
was a plausible foundation for the research in exploring how the functioning of the family
system influences the recovery of one of the members. Furthermore, it provided a better
understanding of recovery within the family context.
Research Design and Methodology
The research design for this qualitative study uses a multiple-case study design approach
(Yin, 2014). A case study, by definition, seeks to investigate phenomena to a greater depth of
context and understanding (Yin, 2014). This approach is appropriate for the information needed
to better understand the recovery of college students and alumni within the context of their
family of origin. According to Yin (2014), a case study design can use multiple case studies as
part of one study. Thus, the advantage of using multiple families provides for additional and
varying perspectives of the family system operating in the context of recovery.
According to Patton (2002), statistical methods are necessary, especially for larger
groups, but the case study can be an appropriate way to obtain in-depth and detailed information
from a small number of participants. The limited number of participants in the CRP at MSU is
another factor that influenced the decision to conduct a qualitative study. The MSU recovery
program had eight registered students involved in the program as of January 2018 (MSU CRC,
2018). Fourteen students graduated from the program between 2013 and 2017 (MSU CRC,
2018). Thus, a quantitative study was not warranted due to the inability to get an adequate
sample size, and, therefore, a qualitative study was well suited for the population.
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Justification for using this method can be explained by the need to understand how
college students in recovery are helped or hindered by their family members. Yin (2014)
proposed case study design is a good fit for researchers seeking a thorough understanding of
“social phenomenon.” While descriptive studies seek to answer the “who, what, and where of
experiences” (Sandelowski, 2000, p. 338), the case study research method is commonly used to
answer research questions that ask “how” and “why.” In the current study, there was no attempt
to “control” any behavior but rather an attempt to understand family influences and interactions
through the recovery process. So, the case study method was well suited for a descriptive study
of families in recovery.
The multiple-case study approach requires an in-depth review and understanding of each
case. The use of a multiple-case study approach allowed for a better understanding of how an
individual in the family system entered recovery and how the individual remains in recovery. By
using a multiple-case study design, in-depth questions were answered regarding how families
facilitated or impeded recovery, which will fill gaps identified in the existing research.
Research Questions
The primary purpose of the study was to better understand the recovery process of
college students within the context of their families. There are four specific research questions.
First, what is the role of the family in the recovery process for a college student in recovery?
Second, in what ways does family help or hinder a college student’s recovery? Third, how does
the college student in recovery influence the family in the recovery process? Fourth, in what
ways can a collegiate recovery program support a college student and their family in recovery?

63

Research Context or Site and Description of Participants
The target population for this study was college students and alumni of Mississippi State
University who identify as being in recovery from alcohol or other drugs and were past or
current members of the recovery program at MSU. This site was selected for the study because
the researcher had access to this population through employment at MSU. The researcher served
as the director of the department at the time of the study and served as the assistant director when
the program was founded in 2013. The researcher served in an administrative role in the recovery
program at MSU, supervising the coordinator position. The researcher did not have a direct dayto-day involvement with current students in the program but did have more face-to-face contact
with previous students of the program as at least two different coordinators had served in the role
since 2013. There was a period of time in the academic year of 2014-2015 where the role was
vacant. The current coordinator has been in the role since July 2015.
The recovery program at MSU was founded upon the replication model created by TTU
in 2005. The MSU recovery program utilizes program components of the TTU model such as
having by-laws, having an advisory board, 12-step support groups for students, student seminars,
celebration of recovery meetings, academic support, scholarships, and the use of an application
process including recommendation letters (CSAR, 2005). In order for a student to be eligible as a
scholarship member of the recovery program at MSU, he or she must have at least six months of
sustained recovery from an addictive behavior (e.g., alcohol use or eating disorder; MSU CRC,
n.d.). He or she must also complete the application to be accepted. Forms in the application
include signing an honor statement, scholarship agreement form, photo release form, referral
form to disability support services if needed, parent information form, goals form, and agree to
standards of the program.
64

Student standards include five areas (MSU CRC, n.d.). First students were required to
attend meetings such as seminars and recovery nights where speakers share their story of the
recovery process. Second, students are required to attend at least two meetings per week, such as
AA or NA. Third, students are encouraged to attend sober tailgates, which is a gathering people
prior and after to the football game. The tailgates were held at the recovery program location.
Fourth, students must agree to be a contributing student academically while in the recovery
program (e.g., attending and being punctual to classes). Fifth, students must agree to not use or
possess substances that are countering to a student’s recovery such as alcohol or a controlled
substance (MSU CRC, n.d.).
In January 2018, eight students were enrolled in the scholarship program at MSU (MSU
CRC, n.d.). In this pool, the range of sobriety was 10 months to 5 years with an average length of
sobriety at 2.5 years. The average age of the eight students was 27. As MSU has a rolling
application and enrollment policy, students may self-enroll or elect to not continue the program
at any time. Participation is always voluntary. Therefore, to increase the opportunity for more
participation in the study, alumni of the recovery program at MSU were included in the current
study. Of the five participants who elected to be involved, there were two current scholarship
members and three alumni. The alumni were recent graduates in the past three years. The
average age of participants in the study was 27 with an average length of sobriety at 4.6 years,
ranging between 18 months and 10 years. Therefore, the sample for the current study represents
five individuals who were actively participating, on average, in a longer-term recovery process,
and not necessarily reflective of the population currently participating in the program. This
perspective of recovery viewpoints is helpful as the students and alumni have a longer period of
reflection of the recovery process with their families, but it is important to acknowledge that the
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study participants have longer periods of sobriety than the average recovering student members
in the recovery program at MSU.
Individuals were selected to be involved in the study based on the availability of their
schedule, willingness to voluntarily participate in an in-depth interview, and willingness to
voluntarily agree to involve their family members in the study. The family members also
voluntarily agreed to be involved in the study for an in-depth interview. Further information
regarding the recruitment process will be described in the interview data collection approach.
As Yin (2002) described, bounding the case is essential for who is and is not included in
a study. The recovering college student/alumni member of the CRP identified the family
members of each case to be included in the study. Family members included immediate family
members such as siblings, parents, or stepparents. Family members also included extended
family members if the college student in recovery identified having a close relationship and if
there was an impact of the relationship on his or her recovery process. Those family members
who were under the age of 18 were not included in the study.
Description of the Instrument
Prior to the interview, each participant completed an intake form, also called a prescreener. The intake form was used to collect demographic information of participants. For the
CSRs, the intake form also served as a mechanism for recruiting which family members would
be included in the study. The CSR was asked to identify members of the family to be
interviewed, their contact information, comfort level with contacting the family members, and
whether any of the family members identified was under the age of 18. The intake form for the
CSR had 12 questions, the intake form for the parent had 10 questions, and the intake form for
the sibling and other family members had 9 questions. Questions included in all three intake
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forms included age, date of birth, birth order, gender, race, contact information, sobriety birthday
of the CSR, interest in reading through interview transcript to check for accuracy of the
information recorded, and preference to receive an electronic copy of a summary of the findings
of the study. The sibling/family and parent intake forms were the most similar, with an additional
income question included for parent participants. The parent intake form had an additional
question about income.
The interview guide included an introduction script and standardized questions. There
was flexibility to ask probing questions during the interviews as certain points needed further
clarification to understand the phenomenon, but all the questions in the script were asked of each
participant. There were three separate questionnaires including one for the college student in
recovery/alumni member (see Appendix A), one for the parent(s) (see Appendix B), and one for
sibling(s) or other identified family members (see appendix C) with minimal differences. The
individual in recovery/alumni interview questions and the family member interview questions
mirrored each other as appropriate. Each family was assigned a case number.
The interview was comprised of questions that were mapped to the research questions
for the individual in recovery, the parent(s), and the sibling(s)/other family member(s) (see
Appendix D). The interview utilized minimally to moderately structured open-ended questions
(Sandelowski, 2000, p. 338). The questions utilized in the study pertained to behavior and
experience, opinion and values, and background/demographic questions (Patton, 2002). The
interview guide was composed of 20 open-ended questions with reflection questions asked in the
past tense when considering recovery, and more introductory and programming improvement
questions asked in the present tense. The information collected through the interviews assisted in
better understanding a college student’s recovery and provided knowledge from shared
67

experiences regarding family, their members, and the recovery process. This knowledge also
assisted in better understanding how programming of the MSU CRP influenced college students
in recovery and their families.
Procedures Followed for Data Collection
Responsible research ensures the proper care of participants through confidential
measures along with making sure no person is harmed in the research process (Yin, 2014). The
study protocol was submitted to the MSU Institutional Review Board (IRB). Because of the
nature of information being collected from participants, an “Expedited/Full Board” protocol was
submitted and, after revisions, approved as IRB-18-312 on September 14, 2018. One revision
included the researcher obtaining a letter of support from the coordinator of the MSU program to
verify the partnership. A copy of the letter can be found in Appendix E. A copy of the informed
consent, providing for participant’s privacy and confidentiality can be found in Appendix F. Data
that informed the case study included CRP files, intake forms, and participant interviews.
Review of Documents
Documents reviewed in the current study include the CRP student application documents
and the study intake forms. The records included in the student application varied depending on
the CSR’s application year as the program continued to evolve over time. Thus, documents to be
reviewed for each case included letters of recommendation, a biographical statement, and
application questions. The content in these documents provided information for the case
summaries and additional information regarding the context of the CSR’s recovery.
The intake form served three purposes. First, it served as a mechanism to gather
demographic information. Second, the intake form was collected prior to the interview to
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decrease the amount of time participants would need for the face-to-face or telephone interview.
Third, for the CSRs, the intake form was used to identify family members to be included in the
study. CSRs were asked to identify members they considered to be immediate family and
whether they felt comfortable with the person being interviewed as part of the study. Therefore,
the intake form was used to gather demographic information from each participant and served as
a recruitment tool for family members to be included in the study. Not every family that was
identified in the study participated, but of the family members identified, only two family
members were not reached. A copy of the intake form can be found in Appendix A for the CSR,
in Appendix B for the parent, and Appendix C for the sibling or other family member.
Interview Data Collection Approach
Two current students and three alumni of the MSU recovery program and their respective
family members were interviewed. Data were collected prior to, during, and after the MSU
recovery program family weekend, October 5-7, 2018. This time period was utilized for data
collection as students and their family members were invited to campus to share in MSU CRP
family programming. The timing allowed for the opportunity for in-person interviews with both
the CSRs and their family members.
Data were collected through a sequence of events using a two-phase screening process
for candidates in the case study (Yin, 2014). Upon approval from the IRB, the coordinator of the
MSU program was notified as the coordinator assisted in recruiting participants. To inform the
coordinator of the process, he was sent a copy of both the consent form and the case study
protocol (see Appendix G). A group text messaging application, GroupMe, was used in
recruitment. The IRB-approved GroupMe message (see Appendix H) was sent to the current
students of the MSU recovery program. Current students who were interested in participating
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connected directly with the program coordinator. For the recovery program alumni, the
coordinator recruited and identified three students who were willing to participate. Initially, only
one current student volunteered. As two current members were needed, based on the research
proposal, the coordinator asked the current students if anyone else would be interested in
participating. One additional current member volunteered to participate in the study. The CRP
coordinator relayed the contact information and names of those willing to participate.
The first phase of the two-phase screening process included recruitment and interviews
with the anchors of the case, those students and alumni members in recovery from alcohol or
other drugs. The second phase included recruitment and interviews with the CSR’s family
members. The researcher contacted each identified student and alumni member by email and sent
the consent form and the intake form along with the purpose of the research, time commitment,
scheduling information, cell phone number, and appreciation for participating in the study. The
following statement described the purpose of the research: “To better understand addiction and
recovery of college students within the context of their families. Specifically, how does the
interaction between the college student in recovery and their families help or hinder long-term
recovery patterns.” The time commitment to be involved was approximately 15 minutes for the
consent form and the intake form and about one hour for a face-to-face or telephone interview.
Participants were given the option to complete the consent and intake form and bring it with
them, or to complete the materials just prior to the interview. The participants were given the
researcher’s cell phone number in case the participant needed to contact the researcher. Each was
thanked for taking the time to contribute to the research. The same standard email was sent to
both current students with name and situation appropriateness taken into consideration (see
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Appendix I). The interview was scheduled based on the availability of the student and alumni
during family weekend.
The student and alumni program members were interviewed first, and interviews were
subsequently conducted with their family members. This interview order was intentional to have
a standard process for the sequence of interviews for each family case. For those family members
who did not reside in Starkville or were not planning to attend the MSU recovery program family
weekend, interviews were conducted via telephone. Prior to the interview, the consent and intake
form were emailed or mailed to each family member to be interviewed, depending on their
preference. The forms that were mailed to each person were also sent with a pre-addressed,
postage-paid return envelope. Interviews were scheduled with family members across several
weeks, as people had obligations such as travel and demanding work schedules.
Interviews were conducted in order to collect information on the opinions and
experiences of college students in recovery and their family members. The specific interviewing
technique utilized for the study was standardized open-ended interview style (Patton, 2002). This
approach was utilized because it ensured a common approach was utilized across interviews,
decreased variability in questions asked, ensured structure and priority of information gathered
from participants, and provided the opportunity for review from the committee and IRB (Patton,
2002). The researcher posited that each family case may have shared experiences, but they would
also have experiences unique to their own family. Therefore, this interview style allowed the
research to collect data on the similarities across families while also capturing experiences
unique to each family. The types of questions asked during the interview involved the reflection
of family experiences and individual perspectives related to recovery within a family context. A
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copy of the interview questions can be found in Appendix A for the CSR, in Appendix B for the
parent, and Appendix C for the sibling or other family member.
Permission was obtained to record the interview including permission to record notes
during the interview. Two voice recorders were utilized. After each interview, the interview was
transferred to a hard drive and an external drive so there was only one recorded interview at a
time on the recorder to eliminate any confusion. Each voice recorder was labeled “A” and “B” in
order to have a backup identified should technical difficulties occur. Additionally, note-taking
during the interview was done both for consistency in research and as a back-up should the
technology have failed during the recording of an interview.
Data Storage
Consistent with best practices in data management (McLellan et al., 2003) and the IRB
protocol, research materials (i.e. audio recordings, transcripts) were securely stored. The physical
records were kept in a locked file cabinet in the researcher’s office while not in use. This
information included the intake form, recorders, jump drive of recorded interviews, research
notes, student record of CRP membership, and any other information relevant to the research
study. Throughout the study, a backup was kept in two places should any issue occur with the
data. First, it was kept on a jump drive locked in the researcher’s office and, second, on the
personal drive space on the university network.
The electronic records were kept in two separate locations. After the transcriptions were
complete, and prior to sending to participants for review of their transcripts, the files were
downloaded from the transcription website and saved to the MSU hard drive with a back-up
placed on the jump drive. Efforts were taken to protect sensitive information including not
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disclosing the names of participants, their geographic locations, and identifiable information in
the final iteration of the study.
Finally, the MSU IRB requires information of the study be kept for a time after the study
concludes. Information will be kept in two locations. The physical records will continue to be
kept in a locked cabinet in the researcher’s office space, and the electronic records will be kept
on the jump drive and on the university drive.
Procedures followed for Data Analysis
Unit of Analysis
The framework of the study viewed the college student/alumni MSU recovery program
members in the context of the family system. As such, the unit of analysis was the family in the
context of recovery. The family unit, which is referred to as a “case,” includes the college
student or alumni and his or her respective family members. While interviews took place with
both the college student/alumni and their family members, each case is composed of only a
single family. Thus, using the identified family members, rather than only the recovering college
student/alumni, as the unit of analysis is consistent with the application of the systems
perspective as the methodological underpinning of this study.
Thematic Analysis
Thematic analysis is a foundational method for identifying, analyzing, and theming
qualitative data (Braun & Clarke, 2006). Not merely “emerging” or “giving voice” to
participants, this method articulates the process, while providing flexibility with the data (Braun
& Clarke, 2006). The following six steps outlined by Braun and Clarke (2006) were followed: 1)
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Familiarizing yourself with your data, 2) Generating initial codes, 3) Searching for themes, 4)
Reviewing themes, 5) Defining and naming themes, and 6) Producing the report. The following
paragraphs describe the process in detail.
Familiarization with Data
Familiarizing oneself with the data can mean several things. First, the general
familiarization with data can mean that the researcher reads and re-reads data. Second, it can
mean the researcher transcribes the data and through this process becomes more familiar with the
data (Braun & Clarke, 2006). Additionally, familiarization can also mean the researcher takes
notes to better understand the data (Braun & Clarke, 2006). Analytic memos or “jottings” were
used as a journaling practice to allow the researcher to comment on the happenings of the study
(Miles et al., 2014). Notes taken during the study ranged from personal feelings that emerged
during the study, commentary on family relationships, similarities between siblings, and notes
about where things were located and what data needed further attention.
Transcription can take a substantial amount of time, and there are many considerations
during the transcription phase including decisions such as to what level of non-verbal
communication will be transcribed, the context of participants, and any visual data notes (Bailey,
2008). In preparation of usable data, the recorded interviews were processed before they could
be analyzed (Miles et al., 2014). This process, while also part of the analysis process, involved
refinement so that what resulted was usable and clear content ready for analysis (Braun &
Clarke, 2006; Miles et al, 2014). The procedures followed for data preparation included the use
of Amazon Transcribe and NVIVO services.
It is not uncommon to experience issues through the transcription process (Dean et al.,
2006), and the current study experienced several issues. Amazon Transcribe was the first
74

transcription service used. It was reasonably priced at approximately $1.50 per hour of
transcription (Amazon Web Services, 2018). The researcher encountered issues with this
transcription service, and after several customer service attempts without resolution, we were
advised to move from this service to another. During this unexpected dilemma, NVivo
transcription was researched and tested to make sure the service would meet the needs of the
research process. It was a good fit and had a few more options than the Amazon service. Thus,
the Amazon service was stopped, and the data were deleted from the account. A permanent move
was made to NVivo. The Amazon service account was kept viable in case there was a need to go
back to this service for another reason.
As a newer software, the transcription service would often separate words such as
“happened” into separated statements such as “hap” and “penned.” NVivo transcription would
also have “lags” in the system. A new laptop was purchased, and the NVivo product was
downloaded on the new laptop, which decreased the lag time errors. On most occasions, this was
an easy fix, albeit time consuming. There were, however, a few instances where it was necessary
to go back to the original audio and re-listen to a section to make sure it was accurate to what the
participant in the study relayed.
The transcription service also deleted some of the words in the interview such as “ums”
and “likes.” Additionally, the service did not transcribe other fillers such as laughter or coughing.
The NVivo transcriptions appeared to utilize an “intelligent transcription” style (Kawahara,
2007), which tends to cut filler words, although, not all filler words were eliminated in
transcription. Due to the research not intending to investigate “how” participants relayed
information but “what” was said, this was not deemed as detrimental to the transcription. As the
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research intended to find themes in the data, McClellan and others (2003) suggested that less text
could be used for this purpose.
Clear audio provided for better transcription. Where the audio was unclear, it was
necessary to re-transcribe some parts of the interviews. This took additional time. For clear
recorded interviews, transcriptions were checked in a shorter amount of time. Updates for 10
minutes of audio transcription took approximately 1 hour and much longer when the audio
transcriptions did not transcribe clearly. The first interview took well over 15 hours as there were
adjustments and a learning curve to the process of transcription. Although, this process was time
consuming, it did allow for opportunity for the researcher to become more familiar with the data.
When the final transcription was downloaded, another round of corrections was made to
the transcription to ensure the words were stated correctly, a recommendation in the literature
(McLellan et al., 2003). Additionally, the time spent making these corrections provided an
additional opportunity for the researcher to become more familiar with the data. These
corrections were made prior to sending to participants for member checking. After all the
interviews were transcribed, the researcher contacted each participant and gave them an update
on the progress of the study (see appendix J). Next, interview transcripts were uploaded into
NVivo, a qualitative management software that was utilized to assist in the organization and
management of the data analysis process. As recommended in the literature, the researcher made
notes that warranted further attention and investigation as the study progressed (Saldaña, 2016).
Generating Initial Codes
The initial step in analyzing interview data is the development of codes (DeCuir-Gunby,
et al., 2011). Miles and Huberman (1994) defined codes as “tags or labels for assigning units of
meaning to the descriptive or inferential information compiled during a study” (p. 56). The
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researcher gained a good sense of the data through the process of familiarization with data that
informed the development of a codebook. A codebook was created to aid in the analysis of the
data by keeping track of the codes (DeCuir-Gunby et. al., 2011). The creation of a codebook was
important because it essentially served as a tool to incorporate the use of literature and
definitions to support the recovery process and what codes may arise during the coding process
(DeCuir-Gunby et. al., 2011). The final codebook can be found in Appendix K. Given that code
development is an iterative process (DeCuir-Gunby et. al., 2011; Miles & Huberman, 1994;
Saldaña, 2016), the codes and codebook were consistently revisited and revised throughout the
analysis process.
The initial codebook utilized literature and theory-driven codes as a foundation for the
analysis (DeCuir-Gunby, et al., 2011). While this was helpful to understand the foundation for
addiction, recovery, and the family, the researcher decided this approach was not the best fit for
the data and changed course to allow for the data to drive the analysis. Sandelowski (2000)
described how in qualitative research this changing of course is a normal part of the analysis:
Although researchers might also begin the qualitative content analysis process with
preexisting coding systems, these systems are always modified in the course of analysis,
or may even be wholly discarded in favor of a new system, to ensure the best fit to the
data. (p. 338)
Thus, in analysis of the data for the current study, the data drove the code creation
(Sandelowski, 2000). Throughout the coding process, decisions for coding were discussed
between the dissertation chair and the researcher. These meetings included reviewing the
codebook and discussing the codes and the coding process.
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The codes in this study emerged from the raw interview data, which in thematic analysis
is referred to as inductive or “bottom up” coding (Braun & Clarke, 2006) or also as data-driven
codes (DeCuir-Gunby, Marshall, & McCulloch, 2011). Using an inductive approach indicates
that the themes are strongly linked to the data (Patton, 2002), and as such this form of thematic
analysis bears some similarity to grounded theory (Braun & Clarke, 2006). However, an
important distinction is that the goal of this study is not to develop theory but rather to describe
the recovery process of college students within the context of family.
As every study is different, it is important to approach coding and analysis from a unique
perspective (Saldaña, 2016). For the first cycle coding, an eclectic coding approach was utilized,
which means more than one form of coding strategy was used at one time (Saldaña, 2016).
Eclectic coding is well suited for beginning researchers (Saldaña, 2016). It is also well suited for
the launching of data analysis for the purpose of exploring early qualitative data (Saldaña, 2016).
In addition to the literature and theory-driven coding previously discussed, the following
four coding strategies were utilized: subcoding, In Vivo, concept, and simultaneous (Saldaña,
2016; Saldaña et al., 2011). The coding strategies were applied in different aspects of the coding
process. Subcoding was utilized to categorize hierarchical codes and those codes that closely
related to one another. For example, codes related to the family system and subsystems were
coded in this manner. In Vivo coding was utilized to represent the voices of the person in
recovery and the family members using their exact words as codes. Concept coding was utilized
to group the larger concepts of the recovery process together so they could be analyzed as one
(Saldaña, 2016). Simultaneous coding was utilized as there were multiple areas of the study
where the codes applied but overlapped between concepts or research questions. For example,
family members may have been supportive of their CSR by attending a recovery event, but the
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attendance of the initiative also increased the family’s understanding of addiction and recovery.
The same segment of transcription was coded simultaneously for two codes.
The CSR interview was coded first in each family case, followed by the coding of each
family member’s interview until each case was completed. As each case was coded, new codes
emerged from the data, and review of previously coded data was revisited to ensure consistency
with coding. Therefore, an eclectic coding style was used (Saldaña, 2016) that combined
subcoding, In Vivo, concept, and simultaneous coding (Saldaña, 2016).
Searching for Themes
For second cycle coding, pattern coding was utilized (Miles, et al., 2014; Saldaña, 2016,
p. 236). The coded narratives were reviewed for patterns and the codes were categorized
according to the research questions (Yin, 2014). In this review, the codes from the first cycle
coding were “grouped” together to combine the large amount of existing codes into meaningful
potential themes (Saldaña, 2016). According to Braun and Clarke (2006), “A theme captures
something important about the data in relation to the research question, and represents some
level of patterned response or meaning within the data set” (p. 82). This step was an analytical
process that required time and thoughtful reading and re-reading the codes and supporting
narrative. Based on the number of codes that were produced, codes were grouped together based
upon the code type (Miles et al., 2014). For example, all the codes that could be considered
“supportive behaviors” were grouped together to produce a theme of supportive behaviors of
family members during the recovery process. It was at this point where some codes did not fit the
budding themes, and they were grouped generally for a point in time (Braun & Clarke, 2006).
This effort blending related codes into patterns resulted in “consolidated meaning,” which was
meant to synthesize the data collected and come to a better understanding (Saldaña, 2016).
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Reviewing Themes
Reviewing the themes included a refinement process for this step of the analysis (Braun
& Clarke, 2006). Recoding of the data and verifying the themes occurred during this phase
(Braun & Clarke, 2006). While reviewing the data, one of the concept codes titled “recovery
process” had 332 references from all the 19 cases. Because of the large amount of coded data,
the researcher and chair had discussions on the appropriateness of taking additional time to
review and extrapolate this further. This decision was made so that the recovery process concept
could be fully explored. Additional codes were generated at this point, and the codes were then
reviewed to check the relevancy to the themes and then to the greater scope of the research
questions. If codes or themes did not align with the study questions, meaning the codes or themes
did not provide a description or relevancy to answer any of the research questions, the theme and
remaining codes were discarded from the current review (Braun & Clarke, 2006). If at any point
a theme changed, the discarded codes were reviewed to check for relevancy to the review
process.
Defining and Naming Themes.
It was expected throughout the current study that there was a continual process of
refinement and reworking of the themes until there was an appropriate fit with the data (Braun &
Clarke, 2006). Understanding of the context of families and recovery also lends to better
refinement and understanding of the phenomenon thus, it was important to name and define the
themes within the context of CSRs, their family, and the context of recovery (Yin, 2014).
Subthemes were utilized to articulate the essence of larger themes (Braun & Clarke, 2006). For
example, subthemes were used to describe the impacts of the CSR on the family system during
the recovery process. Thus, the theme was defined as including all family members included in
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the study and the impacts of the recovery process on these relationships. Additionally, each of
the subthemes were defined as including specific family relationships such as the parent-CSR
relationship, parent-other children relationships, and sibling-CSR relationships, and the impacts
of the recovery process on each of these family subsystems.
Communication between the dissertation chair and the researcher occurred. To ensure
the data included in the themes and subthemes logically connected to the data, it was important
to continually review. Adjustments were made as needed to refine the themes and subthemes.
For example, one theme was discarded, another included, and more support for each theme and
subtheme was added after this careful review.
Producing the Report
The final step in thematic analysis is producing the report (Braun & Clarke, 2006). In the
write-up of the study, the goal was to provide an argument for each of the themes and subthemes.
The results addressed each of the research questions posed in the study and described the nature
of the phenomena that supported each theme and subtheme. The case study composition route
chosen for presenting the case study research is a combination of a multiple case study report and
a “series of questions and answers” (Yin, 2014, p. 185). This reporting style was preferred for
two reasons. First, this style helped with the anonymity of participants but also gave an
opportunity for a summary of the findings as well. Thus, a question-and-answer format was
given along with a summary on each family unit. This cross-case analysis provided a better
understanding of how families helped and hindered recovery and supported the nature of the
study being descriptive.
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Trustworthiness
As in quantitative research, terms such as reliability and validity are used;
“trustworthiness” is an essential piece of qualitative research (Patton, 2002). Trustworthiness, as
a quality standard of qualitative research, was established through credibility, transferability,
dependability, and confirmability (Guba, 1981; Miles et al., 2014). Miles and colleagues (2014)
also reference a fifth quality standard, which is the utilization/application/action orientation.
Thus, a fifth standard, application of trustworthiness, was included to represent the mindfulness
and respect for privacy in minimizing harm in the research process as addiction has directly
affected participants of the study.
Credibility
Credibility in qualitative research is used in place of internal validity in quantitative
research (Shenton, 2004). The quality of qualitative inquiry is typically determined by assessing
the credibility of the study and analysis. Patton (2002) identified that credibility of qualitative
inquiry is related to the use of rigorous methods and the credibility of the researcher. These
elements are described to enable the reader to determine the credibility of the results of this
study.
Rigorous methods include conducting “fieldwork that yields high-quality data that are
systematically analyzed with attention to issues of credibility” (Patton, 2002, p. 552). This
chapter has outlined the methods used to systematically collect and analyze data. Additionally,
by coincidence, the current study was selected randomly for an IRB review, called the
Compliance and Quality Assurance Program, to check that appropriate measures were followed
as indicated in the IRB protocol. The Post-Approval Monitoring (PAM) Subcommittee found all
five areas of review to be compliant (see Appendix L). The review revealed that all IRB
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protocols and guidelines were followed, demonstrating that data collection and storage
procedures were rigorous.
In qualitative inquiry, triangulation can contribute to the verification and validation of the
findings (Patton, 2002). Triangulation of data increases internal validity (Miles, Huberman, &
Saldaña, 2014), decreases bias (Patton, 2002), and occurs when more than one piece of evidence
converges (Yin, 2014). According to Patton (2002), there are multiple types of triangulation
including methods, sources, analyst, and theory. This study utilized triangulation of sources and
analyst triangulation (Patton 2002).
Triangulation of Qualitative Data Sources
Gaining data from multiple sources at various times where the data can be compared
increases the credibility of a qualitative study (Patton, 2002). While the data may not align or
support one another entirely, reviewing multiple sources provides for the triangulation of the data
to occur (Patton, 2002). This bringing together of multiple information to build a larger picture
of the happenings is essential. Triangulation of sources was achieved by utilizing multiple family
members’ perspectives to corroborate the information collected as to what is the role of the
family in the recovery process, what helps or hinders recovery, the impact of the college
student/alumni in recovery on the family, and how a CRP can be supportive to families. While
each family member has a unique perspective, triangulation does not mean that every point of
view must be the same to have triangulation of the data (Patton, 2002), but it does mean that
there was an intentional effort to have multiple members verify their version of the happenings.
This approach is also consistent with systems perspective as it will provide a holistic view of the
college student/alumni in recovery within the context of his/her family. Thus, viewing the family
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through a systems perspective corroborated the evidence and contributed towards triangulation
of sources.
A strength of this data collection approach was that various individuals’ perspectives
were represented. Each family member provided a different perspective. Along with the college
student/alumni in recovery, the data were composed to represent multiple points of view, thus
providing for a strength of triangulation of the sources of data for recovery perspectives (Patton,
2002). Viewing the family as a system provided a more accurate representation of the realities
that occurred over time. Thus, gathering multiple points of view garnered a holistic perspective
of what occurred in the family system as the college student/alumni in recovery entered and
maintained recovery.
Analyst Triangulation
Analyst triangulation occurred through the process of expert review and review by
inquiry participants, also called member checking. Expert review involves one or more people to
review the process of data analysis and “render judgment about the quality of data collection and
analysis” (Patton, 2002, p. 562). This procedure includes an audit of the process from a
qualitative perspective, not from a quantitative viewpoint. This step is necessary, according to
Patton (2002), as one should not apply the same “scientific criteria” to a qualitative and
quantitative study. As qualitative methods were utilized in the current study, appropriate
measures should be taken to audit the study with the appropriate context and viewpoint (Patton,
2002).
Member checking can be used as part of a study to increase validity of a study (Saldaña,
2016). This process uses participants of the study to verify their information was accurately
recorded, which increases the credibility of the analysis and, ultimately, the quality of the results
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(Patton, 2002). In the current study, participant feedback was requested to verify the accuracy of
information recorded during face-to-face and telephone interviews. Participants were asked to
review their transcript interviews.
Expert Audit Review
Having one or more people review a study adds to the credibility of the study and is
another way triangulation of the data can occur (Patton, 2002). Expert review occurred through
the role of the dissertation committee chair, and continuing review as the dissertation progressed
(Patton, 2002). Throughout the study, regular meetings took place to monitor the process as
progress took place. Through the transcription process, the researcher and dissertation chair
discussed best approaches to transcription and the careful handling of any issues that arose in the
NVivo service. Throughout the coding process, coding decisions were discussed between the
researcher and dissertation chair. These meetings included reviewing the codebook and
discussing the codes and the coding process. Examples of discussions that took place included
the types of codes that were initiated and how the data connected to the research questions. The
researcher and dissertation chair communicated regarding the writing of the final report, giving
space to make sure the themes adequately relayed the findings of participants (Patton, 2002).
Review by Inquiry Participants
Review by inquiry participants, also called member checking, was utilized as a strategy
for increasing the credibility of the study (Patton, 2002). Member checking can be done at one
point or multiple points during a study by verifying the data collected from participants (Carlson,
2010). Thus, member checking was utilized in the current study through the means of transcript
review. This process was done to check the accuracy of the information recorded and to make
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sure each participant relayed information as intended of the happenings that took place (Saldaña,
2016).
This process took place through mail, email, and phone conversations. Of the 19
participants, 17 approved for their interview to be recorded. Of the two who preferred not to be
recorded, the researcher re-read and checked their interview with the participants immediately
following their interview. Of the 17 whose interviews were audio recorded, two originally
indicated in their intake form that they did not want to member check. Of the 15 remaining
participants, the researcher emailed each participant of the study to inquire about their preference
in whether they would prefer their script via mail or email (See Appendix M). Of the 15, 5 did
not respond, and one of those that did respond indicated that they did not want to member check
after all. Of those nine who indicated their preference, one preferred mail and the other eight
preferred communication through email. Each participant was given approximately 2 weeks to
review, add additional information, and offer clarification of any part of the transcription of the
interview. There was an additional one-page document sent to each participant who reviewed
their transcription (see Appendix N). Of those who were sent the transcription for review, no
additional information or clarification was added to the study. While none of the participants
provided any additional feedback during this step in the process, measures were taken to garner
feedback and allow the participants to clarify any information collected during the interview
portion of the study. Through this accountability, each family member’s unique perspective was
maintained with due diligence.
Transferability
Transferability in qualitative research is comparable to external validity or
generalizability in quantitative research (Shenton, 2004). Transferability can be achieved by
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providing “thick” descriptions that are both “collected” and “developed” (Guba, 1981, p. 86).
While only the next researcher can know for sure if transferability is possible (Nowell et al.,
2017), the researcher strived for this outcome in the current study.
Through this process, thick descriptions were collected from research participants that
provided an opportunity for review and comparison across cases (Guba, 1981). Thick
descriptions of the methods are provided in chapter three. Additionally, the researcher also
produced documents, available in the appendix, so that replication attempts of the methods can
be improved (Guba, 1981). As thick descriptions were provided for the methodology and
process, it is acknowledged that transferability was achieved.
Dependability
Dependability in qualitative research is similar to reliability in quantitative research
(Shenton, 2004). Dependability refers to the stability of the data (Guba, 1981) and the
consistency of the process (Miles et al., 2014). Dependability is closely tied to credibility in that,
when credibility is achieved, dependability improves (Lincoln & Guba, 1983; Shenton, 2004).
The study utilized an audit trail (Guba, 1981) through meetings and checks by the dissertation
chair to “examine the processes whereby data were collected and analyzed, and interpretations
were made” by the researcher (p. 87). Through meetings and critique of the research process,
dependability increased.
Miles and colleagues (2014) provided points of consideration for qualitative study
consistency. In reflection of dependability, the study included and answered research questions
as part of the study which held the researcher accountable. The specific methods, including the
thematic analysis steps, have been provided. Additionally, the study used theoretical perspectives
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to guide the study. Therefore, through an audit trail, accountability, and consistency in the
process, dependability was achieved.
Confirmability
Confirmability in qualitative research is comparable to objectivity in quantitative research
(Shenton, 2004). According to Patton (2002), within the qualitative inquiry, the researcher is the
instrument for measurement. Therefore, the researcher should disclose personal or professional
information that could affect data collection, analysis, and interpretation (Patton, 2002). As the
researcher is the measurement tool in qualitative analysis, she brought knowledge and experience
along with assumptions and bias to the study process. Some of these biases had potential to
influence the data analysis and interpretation process, but acknowledging and minimizing these
biases improved confirmability. Confirmability was achieved through a careful review of
assumptions, access to the study site, knowledge and experience, and personal connection to the
topic.
Assumptions
Certain assumptions apply to this study. First, it was assumed the family was a central
component of a college student’s addiction and at least the initial recovery process. It was
assumed the CSR was influenced by a family member or members at some point in time that
contributed in some way towards the addiction or recovery of the individual. Second, it was
assumed people would be willing to share their stories of recovery. It was assumed people would
respond to the request to be involved in the study and voluntarily would take part in the study
without a formal incentive. A third assumption was that college students in recovery and their
accompanying families needed support for recovery and that a CRP could provide support. A
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fourth assumption was that family members interviewed in the study would be supportive of
their family member’s recovery, and thus generally favorable about supporting the CSR in
recovery. A final assumption was that self-help and community support groups such as NA and
AA are helpful to one’s recovery process. Therefore, by this standard, if a family member or
person outside of the family dissuaded a person or hindered a person’s recovery through words
or actions that would not allow for the person in recovery to freely attend or be involved in
meetings of their choosing, it was presumed to be a hindering behavior.
Access to the Study Site
The researcher had an extensive knowledge of collegiate recovery at the host institution
as she served as the director of the department where the recovery program was housed. The
researcher was established in the department prior to the creation of the program and therefore
had a thorough understanding of the history of the program. Because of the already established
connection, students were recruited through the program to participate in the study.
There were already established roles in the department that increased the likelihood that
program members felt free to share openly regarding their experiences. The researcher served in
an administrative role to the department, whereas the coordinator served in the day-to-day
operations of the program. Therefore, the researcher did not have a continual day-to-day role in
the student’s lives and was able to maintain a distance that provided for a more objective
viewpoint. However, this experience and connection likely was a source of bias for the
researcher as she believed there was value in the program and the contributions made to students
and their families. This bias was acknowledged and, as interviews were conducted, care was
taken to not assume each family member valued the program or knew information about the
program. Effort was taken so family members would feel free to share honestly. To curb bias
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from influencing the study in such a way to alter results, the researcher strived to maintain
integrity and rigor throughout the study.
Knowledge and Experience
The researcher has extensive experience in the field of health promotion, particularly
with prevention practice, as she has worked in the field for approximately 12 years. Educational
preparation for the researcher includes an undergraduate degree in health management with a
health promotion focus; master’s degree in food science, nutrition, and health promotion along
with coursework completed in Human Development and Family Science for the current doctoral
program. The researcher has also worked with collegiate recovery for the last 7 years. Through
this time, the researcher has attended presentations, trainings, and other opportunities to listen to
experts in the field of recovery. She has been involved in, led, and partnered in various external
funding opportunities from federal, state, and private foundations addressing mental health
programming. Additionally, the researcher has presented with colleagues at conferences,
including the national conference for the Association of Recovery in Higher Education, speaking
about Mississippi State University’s programming to engage families.
The researcher’s knowledge around the topic of recovery is based in health promotion
practice and family science. The researcher approaches mental health as a portion of a multidimensional perspective of health, giving part to mental, physical, spiritual, intellectual,
environmental, occupational, emotional, and financial health. Philosophically, the researcher
believes health should be addressed holistically with equal consideration given to each
perspective of health. Additionally, the ecological perspective of health, including
Bronfenbrenner’s bioecological theory, has impacted the researcher’s philosophy of practice in
dealing with students and families. The researcher has a strong belief that families are an integral
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part of society and hold cultural value. Approaching the study from a strengths-based approach,
the researcher strived to view families as an asset in recovery and believed that understanding
how families help or hinder the recovery process can benefit other families who may struggle
with similar issues.
Personal Connection to the Topic
The phenomenon under investigation, the role of family in a college student’s recovery
process, is personally relevant as the researcher has multiple family members in recovery. The
researcher personally attends recovery-focused initiatives and programming that is targeted to
both individual and family help-seeking and healing. The researcher’s personal experiences
introduce bias as to what was helpful and not helpful with her own family members in addiction
and recovery. Additionally, the acknowledgment that the researcher’s own perspectives and
experiences may not be shared by other family members involved in the study was
acknowledged. Garnered by the willingness and vigilance to help other family members who
may have experienced addiction and recovery, the researcher embarked on the current study with
an openness to gather information for herself and other families. Acknowledging the intent to
decrease personal bias was an important acknowledgement to allow for each family member in
the study to relay their personal story of recovery. Contrarily, the researcher’s perspective adds
to the study, as she has information from a unique vantage point. She wanted to pursue a
recovery perspective inclusive of family to fill gaps regarding families’ role in recovery. It was
her personal experience that inspired this research study, providing a recognition that there was a
need to add to the perspectives and information known about family roles in the recovery
process.
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Certain actions were taken during the study to curb researcher bias. As the researcher has
family members in recovery, there were certain commonalities between the researcher and the
research participants. Additionally, as the researcher is part of the analysis of qualitative review,
it was important to have a balance between taking liberties to explain more fully what was taking
place in a family and using restraint to not speak for something that was not actually happening.
When certain situations with a family system sounded familiar, the researcher would take mental
and physical notes. Throughout the study, analytic memos were created to document thoughts,
personal bias, perceptions, feelings, and any other information from the study (Miles et al., 2015;
Saldaña, 2016). Checking the researcher’s own bias towards the agreement or disagreement with
certain statements and coming to a neutral perspective was part of the qualitative analysis
process. While it was natural to agree or disagree with family member perspectives, it was
important to be neutral through the reflection of multiple family member's perspectives.
Application of Trustworthiness
According to Miles et al., (2014), a study should take into consideration the participants
which the study reflects. In this consideration, participant trust was taken seriously, and their
individual stories respected. The following describes the efforts taken to protect privacy and how
this research ultimately respects the lives of the families in the study.
The study reflects the viewpoints of the CSR and the family members as having a unique
and private journey through recovery. The use of consent forms also provided a level of
confidentiality, ensuring participant’s real names would not be included in the final iteration of
the dissertation. This protection allowed students not to believe that what they relayed in the
interview would have any impact on CRP programming. According to the IRB protocol,
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feedback for programming improvement of the recovery program would be given at one time
and in aggregate form to protect the privacy of participants in the study.
An additional measure to protect participant privacy was that family members were not
asked to verify each other’s personal statements. Participant stories were not cross-checked
within their family; that is, what one person in the family relayed was not re-verified or
challenged by another family member later. This approach is important for two reasons. First, a
family member may not agree or see the recovery process in the same way, and it was important
for each family member to feel free to share their perspective. The study comes from a place that
each person has a viewpoint to share, and those willing to share their viewpoint then add to the
depth of information for each family. Two, it was important that each family member have
privacy in telling their perspective. Consequently, a member check to verify what another family
member relayed was not done in order to protect the privacy of the other participants, but a
member check was completed to verify each family member relayed information that was
intended (Saldaña, 2016).
Limited demographic information was prepared for each case to protect both the
participant’s and family’s privacy. Given the small number of people involved with this study,
additional effort was taken to conceal identifiable information such as names of participants,
geographic location of treatment, geographic location of residency, current income, their field of
study, employment, and other factors. As people in recovery are often asked to share their stories
of recovery to help others and give back as a way of service, this population is at higher risk for
others knowing private details of their lives. Thus, limited details are revealed in the study so as
to not give the audience too much information to be able to identify a person or family in the
study.
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Another important part of relaying the stories of the five CSRs was the importance of
preserving their privacy and not perpetuating stereotypes of how addiction may be perceived.
Each family journey was uniquely approached. Addiction may not look the same for every
person and may be experienced through different ways in the family system. Relationship
dynamics are presented, and the coping mechanisms for which the person in recovery and the
family system chose to use varied. The addicted person coped with a problem, situation, or
feeling through using substances. Then, the family system made changes as the person in
recovery made changes. An overarching philosophy and guiding standard of the study is that the
family should not be further stigmatized beyond what they may have already culturally
experienced.
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CHAPTER IV
RESULTS
Case Summaries
This study is composed of five cases, and each case represents one family. The CSR
served as the anchor for each of the cases and was identified first through the MSU recovery
program. There are 19 total participants, and 14 represent family members designated by the
CSR to be a part of the study. The following case summaries provide information related to each
interviewed member of the family and a description of each case. The case summaries also
describe risk factors for addiction including any family history of addiction as well as any
exposure to traumatic events.
Case 1 (C1W4)
The first case was composed of four individuals. The CSR was a 22-year-old male who
had 45 months of sobriety at the time of the interview. The CSR identified three family members
to be interviewed. This group was composed of all his immediate family and included his
mother, father, and younger sister. All the identified family members participated in an
interview. At the time of the interview, the father was 48, the mother was 49, and the sister was
18 years old. The parents of the CSR are currently married. At the time of the interview, the CSR
was a current student member of the CRP at MSU. The CSR went through clinical treatment two
times, first, for drug use, and a second time for alcohol dependence. Additionally, the CSR works
a community-based 12-step program of recovery outside of the CRP at MSU.
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There is a family history of addiction, including the CSR's maternal great-great
grandfather who was addicted to alcohol and died by suicide. The CSR's maternal grandfather
has an addiction to pain pills and nicotine and is known to consume alcohol often but does not
necessarily have a known addiction to alcohol. The CSR also has an aunt and a great uncle, on
his mother's side, who is addicted to alcohol. The CSR has a paternal uncle who is addicted to
alcohol. Additionally, through his father's side, some distant cousins may have an addiction, but
this is uncertain. Trauma associated with the family includes suicide by the CSR's great-great
grandfather. This suicide was completed in the presence of his great-grandmother. Additionally,
the CSR experienced the loss of a friend to addiction.
Case 2 (C2G4)
The second case was also composed of four individuals. The CSR was a 30-year-old
female with 61 months of sobriety at the time of the interview. The CSR is the only child
between her birth parents but is the third born of all her mother's children. The CSR identified
five family members to be interviewed. The group was composed of immediate and extended
family members, including her grandmother on her father's side, mother, ex-stepfather, aunt on
her father's side, and her younger sister. Of those identified, three family members participated in
the study and agreed to be interviewed. Contact information was not listed for the ex-stepfather,
and the sister did not return communication. At the time of the interview, the grandmother was
87, the mother was 61, and the aunt was 67. At the time of the interview, the CSR was a current
student and member of the CRP at MSU. The CSR attended a clinical treatment program and
worked a community-based 12-step program outside of the CRP at MSU.
There is a family history of addiction, including the CSR's father, who was addicted to
alcohol and nicotine. The CSR's aunt on her father's side may have a food addiction, and one of
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her mother's cousins was addicted to alcohol. Additionally, she believes she may have an uncle
who is currently addicted to alcohol, but she cannot be sure. Trauma associated with the family
includes intimate partner violence (father to mother), divorce (parents divorced when CSR was
between 5 and 7), and death (both father and stepfather died before the CSR graduated from high
school).
Case 3 (C3M6)
The third case was comprised of six individuals. The CSR was a 29-year-old female with
87 months of sobriety at the time of the interview. The CSR is the second oldest of six children.
The CSR identified five family members to be interviewed. The group was composed of
immediate family members, including her father, stepmother, older sister, younger brother, and
her younger sister. Another brother was identified but was not available due to the location and
nature of his employment. The CSR acknowledged that one sibling had passed away. At the time
of the interview, her father was 60, her stepmother was 53, her oldest sister was 31, her younger
brother was 23, and her younger sister was 21. The CSR is an alumna of MSU. The CSR did not
attend a clinical treatment program but works a community-based 12-step program outside of the
CRP at MSU.
There is a family history of addiction, including the CSR's paternal grandparents who
were both addicted to alcohol. On her father's side, there may be additional uncles and cousins
who are addicted to alcohol. One paternal uncle is in recovery from alcohol use disorder. The
CSR's mother had a nicotine addiction. Trauma associated with the family includes the CSR's
grandfather being abusive towards her grandmother, the CSR's father growing up in an
orphanage, the father having physical trauma, and intimate partner violence perpetrated by the
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CSR's uncles. Additionally, there was a financial crisis in the family, a brother died in childhood,
and the CSR's parents divorced. The father gained custody of the children and later remarried.
Case 4 (C4D2)
The fourth case involved two individuals. The CSR was a 33-year-old male with 127
months of sobriety at the time of the interview. The CSR identified his 63-year-old father to be
interviewed with no other family members being identified to participate. The CSR is an
alumnus of MSU. The CSR went through a 30-45-day clinical treatment program with additional
services after the 30-45 days was complete. He additionally works a community-based 12-step
program of recovery.
There is a family history of addiction, including the CSR's father, who was addicted to
alcohol. The father has been in recovery from alcohol for approximately 15 years. The CSR's
maternal grandfather was addicted to alcohol and died when the CSR was around 6 months old.
The CSR believes his paternal uncle, who died by suicide, may have had an addiction to alcohol.
His paternal aunt was sober for approximately 10 years before a more recent return to use.
Trauma associated with the family includes family deaths by suicide, family history of
incarceration, and the CSR's parents divorcing when he was 15 years old.
Case 5 (C5M3)
The fifth case involved three individuals. The CSR was a 22-year-old female with 18
months of sobriety at the time of the interview. The CSR identified her mother and father to be
interviewed. The CSR identified her younger brother but relayed that he did not want to
participate. At the time of the interview, her father was 54, and her mother was 53. The CSR's
parents are currently married. The CSR did not attend a clinical treatment program but works a
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community-based 12-step program outside of the CRP at MSU. The CSR is an alumna of MSU.
There is a family history of addiction, including the CSR's great grandfather, who was addicted
to alcohol. Trauma associated with the family includes the younger brother of the CSR having a
mental health disorder.
Research Questions
This qualitative study includes four research questions. First, what is the role of the
family in the recovery process for a college student in recovery? Second, in what ways does
family help or hinder a college student’s recovery? Third, how does the college student in
recovery influence the family in the recovery process? Fourth, in what ways can a collegiate
recovery program support a college student and their family in recovery? The next section of
chapter four will contain supporting documentation to answer each of the research questions. The
themes and supporting quotes from participant interviews will be provided to illuminate the
findings.
Research Question One
Question one asks, “What is the role of the family in the recovery process for a college
student in recovery?” Three themes emerged from the data regarding the family’s role, 1) the
family played a part during the recovery process, 2) people outside of the family played a part
during the recovery process, and 3) families can help others during the recovery process.
Notably, while this research question focused on the CSR and other family members, people
outside of the family played a part during the recovery process for both the CSR and the family.
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The Family Played a Part During the Recovery Process
There are parts performed by family members that impact the CSR in the recovery
process, and different family members contribute in different ways. From this theme, there are
three subthemes, 1) the family member (CSR) needed help, 2) early recovery was hard for
families, and 3) families were in a recovery process alongside the CSR.
The Family Member (CSR) Needed Help
In a difficult time before recovery, the CSR was struggling with addiction and needed
help. This help came in different ways for CSRs, but ultimately the CSR needed help from
another person, had to admit they needed help, and did not necessarily know how or where to
turn to get the help. Three mothers of the CSRs stated it this way. So, she had to let somebody
else in that could help her because she couldn't help herself. [C5M3.1Mother] Another said, I do
think she had tried several times to quit on her own, and she was too afraid to admit she was an
addict, and she didn't know where to turn. [C2G4.3Mother] So I know she wanted to get clean.
She just didn't know how. [C2G4.3Mother] Another mother stated it this way: I mean he was put
into a corner, and he had to admit that he had a problem and needed to go to treatment.
[C1W4.1Mother] Two CSRs stated it directly: I knew that I needed help. I knew that something
was wrong with me deep inside, and I needed to figure out what it was before I killed myself.
[C3M6.4CSR] Another CSR stated,
I was like sick and tired of being sick and tired like they say in the rooms [of my
community-based 12-step program]. And I had been looking for a way out, but like my
ego, and you know like I wasn't meant to be this way is what I like told myself all the
time. Like, I’m not supposed to be like this, and I couldn't just straight up ask my parents
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for help…My life got bad enough for me as an individual that like I needed to do
something about it. [C1W4.4CSR]
Ultimately, the CSR needed help. Participants described what it was like for the CSR and
family members to feel helpless. There was a need for change, and the CSRs realized it, but they
were powerless at that moment in time. Both the CSR and some of the family members
recognized that the CSR needed help but did not necessarily know from whom or how to get the
help they needed.
Early Recovery was Hard for Families
Families struggled to understand addiction. Some questioned themselves, some felt a
range of emotions, including worry and guilt, and ultimately some began searching for
understanding. Family members struggled to understand the concept of addiction, particularly
when it was a new phenomenon for their members. One father conveyed it like this:
I learned a lot through [my daughter's] ordeal. I had to learn a lot about, I guess, myself
too, dealing with it, something that's an unknown variable to me because I don't
understand none of it, to be honest with you. [C3M6.3Father]
He also stated that, while he does not understand it, he was still there for his daughter …
even though I don't understand all of it, I was there, no matter what. [C3M6.3Father] There was
a sense of rawness and shock regarding addiction affecting their family. Families found
themselves questioning and searching for answers as they did not understand. A mother
described the struggle: We, you know, we would go to sleep thinking about it, we would wake up
thinking about it. You know, just struggling to understand. [C5M3.1Mother] She goes on to state
the rawness and shock in the discovery of a daughter who was addicted:
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Well, in the beginning, we asked questions, but it was so raw for us, and for her…we
didn't know everything, and we had just found out, and I think she was kind of not telling
us everything to protect us because we were already pretty shell shocked.
[C5M3.1Mother]
One sibling stated how it opened her eyes, but she also felt some sort of responsibility for
not knowing how bad her sister was struggling:
So I feel like it kind of just opened all of our eyes, and we're just like, oh my God, [sister]
like we can't believe you have been dealing with this, going through all these emotional
problems and using alcohol to wash [th]em down. You know we all felt responsible in a
sense, like how we didn't know. How we didn't realize, like, how badly she needed us.
[C3M6.6Youngersister]
She also stated this regarding her understanding of recovery and addiction: I never
understood AA either, but I knew my sister needed those kind of people to help her understand
what she was going through because I didn't understand what she was going through…
[C3M6.6Youngersister]
Data support that parents may go through a range of emotions and feelings associated
with the impact of addiction on their families. Some family members questioned themselves
regarding their role and how their actions influenced the CSR, and others did not question their
role and believed the family did not play any part. A mother stated it this way, We would just
[be] like, what did we do wrong? What happened? What could we have done differently?
[C5M3.1Mother] The spouse stated it this way: Of course, we second-guessed our parenting.
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And what did we do wrong? What did we miss? What indicators? A lot of, you know, confusion,
second-guessing myself. [C5M3.2Father] A sibling of another CSR stated:
Sometimes I wish I would have been there for her, and I would have identified what
happened, you know… To realize that something was really wrong and that's something
that, that's life, and you can't really rewind time, and you can't really dwell on it either.
[C3M6.1]
Family members experienced a range of emotions during the addiction and recovery
process. One mother stated it like this:
I think when she got into recovery I just watched. I didn't know what to think. I didn't
know. I hoped for the best, but I also know how inundated something can be, and it is
what few people make it. I'm really impressed with [my daughter’s] recovery.
[C2G4.3Mother]
Family members searched for understanding: I was asking everybody I knew. I had a
problem. I knew she had a problem. That was my problem too. So, I was asking everybody.
[C2G4.3Mother] While family members struggled to understand addiction, they searched: Well,
once when we found out this was going on, we basically spent every waking moment trying to
figure out what we could do for her, what we could do for ourselves. [C5M3.1Mother] A sibling
relayed that they did not believe addiction was true until after dealing with their addicted family
member. So, the resulting search for understanding in her case was to find that addiction is real
and exists. She came to a better understanding as she reflected on addiction:
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I never really thought about addiction before any of this happened. So, it made me really
think about addiction, really research, and um talk to other people about it and just, I
guess, that it overall, it just made it real for me, because I did not, I did not think it was
true. [C3M6.1Oldersister]
Family members learned as the situation impacted them. One father struggled to put the
experience into words, but the impact still rang true; it was a learning experience: It, it was, was
an experience, experience for me too, to learn, you know. [C3M6.3Father]
The struggle to make sense of the early recovery period was hard for the family. The
previous quotes illustrate that family members struggled to understand addiction. Some had
feelings of guilt or questioning. Others searched for answers and gained a better understanding of
addiction and recovery through the process. Ultimately, the period in early recovery was hard on
the family members.
Families Were in a Recovery Process Alongside the CSR
Family members took appropriate ownership of the family’s situation, acted, and created
boundaries through the process. The family recovered together through a series of events
particular to each family. Family members urged and prompted the CSR to action, but there was
a point where the CSR was accountable for their actions regardless of what the family wanted.
This acknowledgment opened an opportunity for self-directed behavior that contributed to the
recovery process. Additionally, family members were also prompted to be accountable for their
own behaviors and actions. Through time, the CSR entered recovery, and the family continued a
recovery process alongside the CSR.
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An older sister relayed how her father and stepmother took an action that ultimately
helped her sister:
I know right when she was going through recovery at first it was really difficult, and she
was struggling a lot, but my dad and my stepmother basically made her start going to AA
and that [is] like, one of the biggest roles that the family, I guess, played in her recovery,
because, I don't know if she would have ever done that without us, like, you know, forcing
her, my dad forcing her to start going and getting herself better. [C3M6.1Oldersister]
The stepmother also agreed by saying,
I just said, you know, we're not going to do this anymore. We're going to have to do it my
way, and you know, like it or not, there had to be, whether she hated me or not, at that
point [someone] needed to step in. She needed to be put into the right path to get herself
into recovery. [C3M6.2Stepmother]
The family acted in the CSR’s best interest, but it was still ultimately the CSR’s choice to
accept the help and enter recovery. One mother relayed how the family continued to support the
daughter, but the family created a boundary in the process.
[The family] continually assured her that we would love her no matter what, and we
would help her no matter what, as long as she was helping herself, and that’s what we
asked as her input to the process. Just do what you need to do. Don't lie to us anymore,
and we will do whatever we have to do to get through this. [C5M3.1Mother]
Another mother relayed how her daughter ultimately had to choose recovery. It was a
difficult journey to set the new boundaries.
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You know it was just hard, but I knew she wouldn't recover if I just, I felt like I was an
enabler somehow, because I paid her bills. I did this. I did that. You know what I mean. I
had to. I had to think, see the whole picture, and step back. [C2G4.3Mother]
The mother also called those who were enabling her daughter as well. I called her
grandmother and her aunt … [they were] giving her money ... they were killing her because she
was using it for drugs. [C2G4.3Mother] She additionally stopped answering phone calls from her
daughter. I wouldn't answer the phone. I was done with it. If you want to die, die.
[C2G4.3Mother] The mother still set a boundary for her daughter to make a choice. In speaking
to her daughter after being in trouble with the law and before her daughter accepted treatment,
the mother said, You either go on to jail for at least 90 days for which you will get sober, or you
can go to rehab, and they can medically help you get sober. I said it's really your choice.
[C2G4.3Mother]
Through the creation of boundaries and limiting enabling behaviors, such as not taking
responsibility for someone else’s actions, the families recovered together in their own way.
Families realized that boundaries with accountability were necessary. Accountability for their
own decisions was necessary, and setting boundaries helped aid the process. These actions of
creating boundaries and not taking responsibility for each other’s decisions created a space for
change.
But while we allowed him to focus on himself and his recovery, it allowed us to focus on
ours, and I just think we all came together as a family and just wanted to do everything in
our power, the right way. [C1W4.1Mother]
And the son (CSR) relayed that the family’s role now is that his recovery is not their
responsibility, it is his responsibility, …they have learned that like (pause) it's not their
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responsibility. [C1W4.4CSR] Another CSR relayed how the creation of a boundary looked for
his relationship with his father.
He's been, he's been supportive because I've been supporting myself. I've been wanting to
better myself. I firmly believe that if I would have chosen a different path once I got out of
prison and went maybe down the wrong path, he wouldn't have. He would have put his
hands up and been like, I'm not going to help you anymore. But that's not the case.
[C4D2.1CSR]
Through the recovery process, the family made positive changes in their relationships and
recovered together from the early stages of recovery to the current point.
They respect me, and I respect them, and like we had totally lost that. And just like it's
just a loving family now, and we're completely transparent with one another. We have a
grown relationship…it wasn't like that early on in recovery like it was still like the
questions and stuff and rightfully so. [C1W4.4CSR]
One mother stated how the process healed their family: I think it healed [us], it healed my
family too. [C2G4.3Mother] A grandmother reported something similar…if they help [the] one
trying to recover, it helps the rest of the family, we recover with her. [C2G4.2Grandmother]
Another mother relayed the emotional process their family experienced:
There were tears, and ... yelling, and there was lots of emotion that came out
inappropriately at times. But, um, you know if we shouted at each other, we would come
back and apologize. That was very important that even though that we recognized in each
other that it was just so overwhelming that we were not expressing ourselves necessarily
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well, but somehow it had to get out. So maybe I didn't say it in the way or in the right
tone of voice or whatever, but it was out there, and then we could deal with it. So, as we
worked through this past year and a half, it's a lot better, and you know we talk almost
every day. [C5M3.1Mother]
From early recovery to the current point in time, the family changed in the process and
did things differently for their family. This subtheme is illustrated by quotes that describe the
change family members and their CSR experienced through the recovery process. The families
experienced a range of emotions, such as anger and sadness that prompted highs and lows. Still,
the family established boundaries in the process and stopped enabling behaviors, which provided
a positive change in their relationships over time. While this manifested differently in different
families, there seemed to be a consensus that the entire family was part of a change that took
place. There was a sense that families went through the recovery process alongside the CSR.
People Outside of the Family Played a Part During the Recovery Process
While family members played a role during the recovery process, people outside of the
family played an essential part during the recovery process for both the CSR and their family
members. This process included support from a formal treatment setting, a community-based 12step program such as AA, and individual and family support from MSU’s CRP. The support
offered by the MSU CRP is described in research question four. For each family, the recovery
process is unique to their CSR and family, with a common theme: The CSR and the family
needed and received help outside of the family system.
One CSR relayed how her father helped connect her to the people of AA:
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My dad and I talked about me going to a counselor, and then he was like well what about
AA? Have you thought about going to an alcoholics anonymous meeting? And we got in
a huge fight …. I was trying to protect my addiction at that point. … Then I finally agreed
to go to a meeting, and then I sat in the rooms of AA for the first time like that next day,
and that's kind of when my recovery started. [C3M6.4CSR]
The younger sister of the CSR also relayed how the AA community helped her sister:
And AA, of course, she connected with those people and like the alcoholism, and they
understood her, and, like, where she was coming from, and they really helped her to
better understand herself, you know. She didn't really understand like why she was doing
what she was doing. She just knew that it made her feel better. [C3M6.6Youngersister]
The father relayed that the support of AA is what it took for his daughter to recover: I
mean as much as I don't understand it. I think they were. And I told them, people, this. Most[ly],
I don't understand what goes on here. I commend y’all for helping my daughter because that's
what it took. [C3M6.3Father]
Another father relayed how his daughter has a sponsor who has helped his daughter:
Like she has a sponsor. She does a lot of meetings or has…She seems to have bonded
with that young lady. She is obviously older than [my daughter], but not a whole lot older
than [her] I don't believe, but we've met her, of course. She's, you know, really great and
she's always there for her. And things she doesn't feel comfortable coming to us with, uh,
we know that she's going to her. She's been through it and that sort of thing. And she just
kind of has always clicked with that lady. [C5M3.2Father]
Family members needed support as the change took place in the family system. While the
mechanism or type of support group varied from family to family, the family system was aided
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by people external to the family. One mother described how support groups could be helpful to
family members:
I think really finding a support group. Whether it's at a church or something for yourself.
Because you are all going through recovery. Whether you want to admit it or not …
because you have to change too if you are going to help them. You have to change.
[C2G4.3Mother]
One CSR related how Al-Anon is a resource for family members who may be struggling
with an addicted loved one: You know Al-Anon is a great resource…Al-Anon is a 12-step
program for family members who have loved ones in active addiction, and it helps them to
understand and to deal with it. [C4D2.1CSR] A stepmother relayed how useful Al-Anon was to
her, personally:
I think as a family member, or even a friend of an addict, is getting into an Al-Anon
program. I got into it, because of my ex-husband, and therefore, I already had the tools
when [my stepdaughter] came into my life, but for anybody that hasn't, and it's your
child, or it's your husband, or whatever, getting in there and getting into that program,
and learning those tools, to take care of yourself, because you cannot change that addict.
[C3M6.2Stepmother]
Two parents relayed how Al-Anon was not as helpful to them, but both acknowledged
external support for recovery. One father did not go to Al-Anon meetings but opted for AA
meetings. I didn't go to the Al-Anon meetings. I went to AA meetings. I didn't believe in going to
Al-Anon, because that, to me, is just uh…gripe session. [C3M6.3Father] The parent of another
CSR relayed how Al-Anon was not helpful to her: Al-Anon did not sit well with me, and I went to
several different groups, and it just did not, you know, it's different when it’s a spouse that is the
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addict than when it's your child. [C1W4.1Mother] Thus, the daughter relayed how her parents
started a support group…my mom and dad are, they are starting up at our church, a PALS
group, Parents of Addicted Loved Ones. [C1W4.3Sister]
While there was a range of support utilized, evidence supports the subtheme that people
outside of the family system played a part in the recovery process for both the CSRs and the
family members. Family members accessed support, although the source of support varied across
family members. Some utilized Al-Anon, while others did not. Another family utilized a PALS
group and one father went to AA. The CSRs utilized professional treatment and communitybased 12-step groups. In summary, people and organizations outside of the family helped the
family in the recovery process. Support was acknowledged as a need, and people and
organizations outside of the family helped meet this need.
Families Can Help Others During the Recovery Process
As some families increased their understanding of addiction and recovery, families were
prompted to help others who may be experiencing a similar situation. There was an
acknowledgment that parents need help too. One father stated it like this: …hopefully this will
help other folks along the way. A lot of the focus is on the kids, which it should be, but the impact
it has on the parents is tremendous. [C5M3.2Father] One mother relayed how they started a
group at their church for parents … my husband and I have started a PAL group, which is
Parents of Addicted Loved Ones, at our church. [C1W4.1Mother] She also relayed how she
gives back through her son’s treatment center(s):
I am on [my son’s treatment center] list. If they have parents that are on the border
trying to decide whether or not to send their son to the [treatment center], I talk to the
parents. And [my son's] recovery has affected me in that I want to help other people, help
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other parents that are going through this because I didn't have that help from other
parents when we were. I guess it just helps me and encourages me to be there for other
people, because of what was given to him, you know, the opportunities given to him and
his path in recovery. I just want to help those other parents that are going through the
same thing with their children and also to show, to give them hope, because [my son] is
doing so well. And I want to give hope to parents... you're loved one's life isn't doomed
because they are an addict or an alcoholic. [C1W4.1Mother]
The daughter also discussed how her mother and father are giving back to others: My
mom, she'll give her information to [my brother’s treatment center]…if there is a parent that
wants her contact information…they talk [to her] about things. Additionally, she stated, My dad
is able through his career…he's able to help people too. She goes on to state how she has also
helped her friends. I had just like, like a good friend of mine, that her brother was having some
problems so like, I gave her my number. [C1W4.3Sister] Finally, the father relayed how he has a
better understanding after going through the recovery process with his son.
You know, I feel like I have a better understanding of addiction, for not only him but for
those around me, and [I have] a better awareness and better ability to help people. [I
can] help him as a father, and also [I can] help others in my job, which I have done a lot
of, by the way. I mean, people come to me. They know, hey, I know you had a son had
who had trouble, and they will come to me for help, you know…. [C1W4.2Father]
The CSRs gave back, which is principled in traditional 12-step programs. One CSR
relayed how his extended family looked to him:
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You know, I've helped. I've helped my family, you know, they, my family, extended
families, have come to me and asked for advice on how to handle an addiction situation.
So, we've all learned and grown and matured a little bit. [C4D2.1CSR]
One mother relayed how her daughter gives back:
I'm really proud of her for all that she has done and, basically, she's pulled herself up by
the bootstraps, and she's trying to help other people with, you know, speaking about her
own situation, and she's recently been asked to be somebody's sponsor and just all that
she's trying to put back into the program to help the next person because somebody did
that to help her. [C5M3.1Mother]
From a lack of understanding in her family to advocating for addiction, one CSR relayed
the opportunity to advocate when others do not understand:
They don't truly understand alcoholism sometimes, and I think it's cool for people that
don't understand it when they start getting to know me, they're really inquisitive, and it's
cool because I can be an advocate for addiction [and] alcoholism and how to get people
[to] help, and a lot more people need help than we realize, almost everyone in their life
has been touched by alcoholism or addiction…. [C3M6.4CSR]
While the family needed help in recovery, they were willing to give back to others as
they recognized this as a vital need. As family members learned from their own experiences,
they educated others as part of their recovery journey. The CSR and their family members
wanted to give back even as they continued to recover personally. Families can help others who
need support as part of the recovery process.
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Research Question Two
Question two asks, "In what ways does family help or hinder a college student’s
recovery?” In this question, three themes emerged from the data regarding how a family helps or
hinders a CSR's recovery, 1) the family enhanced recovery through supportive behaviors, 2) the
family’s lack of understanding of addiction and recovery hindered the recovery process, and 3)
the family’s behaviors did not deter self-directed recovery. Notably, while the research question
focused on the helping or hindering actions within the family, the CSR had to establish and lead
their own recovery first. Thus, sometimes, the family member's hindering behaviors were no
longer an influence on the CSR's recovery.
Family Enhanced Recovery through Supportive Behaviors
Helpful behaviors varied across families and family members. This help was observed
through attending recovery functions, attending traditional 12-step meetings, providing for basic
needs, and other support such as being emotionally available. Seven themes emerged from the
data: 1) family members acknowledged self-directed recovery, 2) family members "showed up"
and were emotionally available to the CSR, 3) family members and CSRs improved their
relationships through appropriate connection and communication, 4) family members provided
for the CSR’s basic needs, 5) family members attended meetings and recovery functions with
their CSR, 6) family members found support for personal recovery, and 7) family members
learned about addiction and recovery.
Family Members Acknowledged Self-Directed Recovery
Through recovery, both the CSR and the family members needed to admit it was the
CSR's responsibility to both understand a problem existed and to be accountable to the recovery
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process. One CSR described how her recovery became self-directed rather than what her father
wanted for her:
And I will say to you...because this is important. At first, it was my dad's choice for me.
And then the day that he brought me to the meeting it just so happened that the people
that he thought were going to be there weren't there and he didn't want to leave me by
myself because he was still really afraid too at that point and so he looked at me, and he
said, “The people that I was going to leave you with aren't here. So, it's up to you. You
can stay, or I'll bring you home if you want to.” And that was like my surrender moment
because something came over me and I was like, you have to do this. This is something
that you have to do, and I think now, that was my higher power. [C3M6.4CSR]
The CSR’s older sister relayed that it was her sister’s responsibility to understand she had
a problem: I think the main thing though in recovery is that she had to understand herself that
she had a problem. And I think like that was the whole deal. [C3M6.1Oldersister] The older
sister also stated that no matter how much support she received from family members, it was still
her sister’s responsibility to work a recovery program: No matter how much support we give her,
she had to realize it for herself. [C3M6.1Oldersister]
One mother relayed how they supported her son: The best way our family has supported
him is by letting him be accountable for himself. [C1W4.1Mother] The CSR agreed, discussing
what was different from when he entered recovery, returned to past addictive behaviors, and
entered recovery for the second time:
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They have learned, that like, it's not their responsibility. And, see, as opposed to, like, the
first time I went to treatment after it, when I got out of treatment, they, like, were on me
about meetings, like my mom drove me to meetings, like always asking me about it and
stuff, and like they don't even ask anymore. … And during that year-long [separation]
like they didn't really talk to me like the first like 5 months probably. And, honestly, that
was, like, the best thing that happened to me, that they could of done...completely kind of
cut me out for a little while…that gave me the opportunity to really, like, focus on myself.
[C1W4.4CSR]
One father relayed advice for others and how it was difficult for him as a father to let his
daughter direct her recovery process: Just let them be in charge for a change, which is hard for a
parent to do. [C5M3.2Father] Understanding self-directed recovery means there is a realization it
is the CSR’s responsibility and the family cannot control the CSR’s sobriety. One sister related,
He's the only one that can stay sober. You know, we can't make him stay sober. [C1W4.3Sister]
As one mother stated, She's the one who's got to work it. [C2G4.3Mother]
The CSR and family members acknowledged that recovery was self-directed. The CSR
had to acknowledge self-directed recovery at the same time the family members had to
acknowledge that recovery was self-directed. This parallel understanding provided for a
supportive and appropriately bounded relationship. This acknowledgment was essential and
beneficial to the recovery process for both the CSR and family members.
Family Members “Showed Up” and Were Emotionally Available to the CSR
Family members were both available to help their CSR and "showed up" at crucial times,
which was a supportive behavior. One father expressed how his family was available for his
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daughter by saying, Anything she needs, anytime, anywhere. It's the easiest way to describe it.
[C5M3.2Father] He described how they would go over to their daughter’s house and watch the
pets until the CSR came home from her recovery meeting: … we went over there and house-sat
with the dog and the kitten for the afternoon until she got done. [C5M3.2Father]
Another father relayed a similar sentiment: I'll make my arrangements; I'll show up.
[C3M6.3Father] The CSR agreed that her family is there for her: They're always there to support
me. So that's really nice. [C3M6.4CSR] One CSR described her family being there for her when
she needed help:
They were there from the beginning to help. Like, as soon as I said, I wanted help. They
all came, packed my stuff up, they all traveled to [where I was] from [my home state],
stayed as long as they [could], you know, as long as they could, to make sure I was going
to be okay. [C2G4.4CSR]
The mother relayed a similar sentiment of what support looked like for their family:
Showing up on visiting day, you know, and taking her places when she finally got a little bit of
freedom. You know, trying to keep her life pleasant, I guess, is (sic) support [we provided for
her]. [C2G4.3Mother] The grandmother agreed: We were always there to help her.
[C2G4.2Grandmother] Another CSR described his time in prison and how his father was there
for him:
I went to prison, and I wouldn't be here today if it weren't for him. He's stuck by me. He's
the only person that I could talk to besides my sponsors and other people in AA who kept
in contact with me when I was in prison. I made a 15-dollar phone call to my father every
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week. He came and saw me every weekend, you know. I had four visits a week four visits
a month, most of the time. And if I didn't have anybody coming up on a weekend, he'd
come, and he was there every week if he could. [C4D2.1CSR]
Support can look different in families, but, emotionally, family members were there for
their CSR. This emotional support was beneficial to the CSR and was considered a desirable
behavior by participants. A CSR’s younger sister relayed how the family helped: We were just
like her emotional support system. [C3M6Youngersister] Her older sister relayed a similar
sentiment: I think that's the main thing that she said, we were all really supportive.
[C3M6.1Oldersister] Another CSR described the support that she received from her aunt: She
was always emotionally available. [C2G4.4CSR]. Her mother agreed that her daughter has
support available to her: I think any time you have emotional support from family members,
[and] [my daughter] has a lot of good mentors [available to her]. [C2G4.3Mother]
In the recovery process, family members “showed up” and were emotionally available to
the CSR when they were in need. Family members “showed up” by visiting their CSR in
treatment or prison and pet sitting while the CSR attended a support group meeting. Family
members provided emotional support that the CSRs considered a desirable behavior that aided
the recovery process. Family members were available, and they supported the CSR by being
there for them.
Family Members and CSRs Improved Their Relationships Through Connection and
Communication
Family members and CSRs worked on their relationships. Families sincerely worked
through issues, such as communication, and over time, communication and connection
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improved. Both family members and CSRs noted this supportive behavior. One mother stated it
like this: We just tried to have really open communication with her and encouraged her to have
it with us. [C5M3.1Mother] She went on to say how this communication looks differently: There
(sic) [was] a lot of just chatting and not really talking. So, [now] we're just, I guess, trying to be
more aware of the depth and not the breadth. [C5M3.1Mother] The CSR agreed they have a
better relationship: Like, we just get along better, talk better. [C5M3.3CSR] And the father
shared an essential piece of the boundaries in their relationship in consideration of their
daughter’s recovery process: We don't ask her questions. She shares with us. [C5M3.2Father]
Interestingly, one mother did not believe the connection was a "huge" thing: I mean other
than keeping in contact with her … letting her know we were there while she was going through
it … I don't think anybody did anything huge, other than just support. [C2G4.3Mother] A CSR
relayed how helpful "listening" and "just being there" was for her: If I'm feeling low, they will
boost my morale. She went on to say, Just being there for me, really, taking time out of their day
to listen, to talk about something that's bothering me. We're all pretty close. [C3M6.4CSR]
Another CSR described how the relationship with his father was different, particularly
how their connection and communication has changed:
Me and his relationship has changed … It's not [sic] he'll figure it out. It's like what can
we do to help, you know, or if I'm struggling in school, I can call them, and they'll like
talk to me instead of avoiding me. [C1W4.4CSR]
Through the recovery process, appropriate communication and connection aided the
relationship between family members and the CSR. Family members allowed the CSR to share
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as they wanted and did not pry for information. Consequently, the CSR believed they could
reach out to a family member for conversation when needed. This communication and
connection added to the relationship, was perceived by participants as helpful, and aided in the
recovery process as evidenced by participants.
Family Members Provided for the CSR’s Basic Needs
Family members provided for physical needs for their CSR. Examples of provisions
included helping with finances and providing the CSR with a place to live. One CSR described
how his father provided for his needs: So, once I got out, you know, he provided me with a place
to stay. He provided me with a vehicle. I'm getting married in 2 weeks, so we just now switched
my phone plan over to my fiancés. [C4D2.1CSR] Another CSR described how her father
supported her: I lived with my dad, and he supported me emotionally, financially. [C3M6.4CSR]
Another relayed how their family would provide support by cooking and taking care of
household projects for the CSR. [C2G4.2Grandmother]
Family members supported the CSR by supporting essential needs for them. This type of
behavior included household projects, providing a vehicle, phone, and housing, and this behavior
was necessary to help meet the CSR’s basic needs. These physical provisions were considered a
desirable behavior by the family and substantially helped the CSR.
Family Members Attended Meetings and Recovery Functions with Their CSR
Attending meetings and recovery functions, such as MSU’s recovery program, was a
crucial supportive behavior of family members. This supportive behavior included going with
the CSR to pick up a chip recognizing a yearly milestone of sobriety or attending communitybased 12-step programs such as AA. A father relayed how meeting attendance, particularly on
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annual recovery milestones, is essential: Celebrating his sobriety birthdays was important. I
would go with him to the meetings, where he would get his birthday chips. [C4D2.2Father] One
mother related: We went to meetings with her, including CRC events. [C5M3.1Mother] The
father related something similar regarding meeting attendance: If she has a meeting and she says
she wants us to come and hear her speak, we're there. [C5M3.2Father] An older sister related
how her father was there for her sister by attending meetings: My dad, I know, has gone to
meetings with her, and I think that that really makes her feel supported, and, also, like, just
whatever she needed to do to recover, he was there for her the whole way. [C3M6.1Oldersister]
The father stated how he attended meetings with his daughter when she received her yearly
sobriety chip: I went to her 6th-year anniversary, to get her chip, you know, I've always gone
there. [C3M6.3Father] The CSR agreed: He comes with me every year to get my chip.
[C3M6.4CSR] The CSR also has other siblings who have attended meetings with her, including
her younger sister and brother: I went to one with her…a couple actually. It was great [and] neat
to be able to hear all those people's stories. [C3M6.5Brother]
Family members attended meetings and recovery functions with the CSR. A common
meeting that was attended was the yearly milestones of recovery as it celebrated another year of
sobriety for the CSR. Meeting attendance was perceived as helpful in the recovery process for
the CSRs, and the family took pride in attending these milestone events.
Family Members Found Support for Personal Recovery
While the CSR was recovering from alcohol and other drugs, the family members were
also in a place to recover. The family member's recovery program was for the family member's
benefit but was also helpful for the family system, which could be beneficial to the CSR's
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recovery. One mother related it was helpful to find a support group, something that helps oneself,
because you are all going through recovery. [C2G4.3Mother] A stepmother conveyed the
importance of working one's recovery program from a family perspective:
To take care of yourself, because you cannot change that addict. You can only take care
of yourself and change your responses in order to support that person. And then those
tools just, you know, for me, and I know for everybody else that I have ever talked to out
of Al-Anon, those tools, you just carry over into your daily life. It's not just with your
alcoholic. [C3M6.2Stepmother]
A CSR related how his parents have support outside of his family system through another
a community-based program apart from Al-Anon:
They are involved in like something called PAL[S]. I don't know what that is, but, um,
and like Al-Anon. So, like they have their own, like, thing that they're working on, like, to
like, I guess clean up their side of the street while I clean out my side. [C1W4.4CSR]
A sibling related that Al-Anon-type meetings were helpful because she was able to meet
other people who are going through similar struggles:
I think it's good to go to meetings like Al-Anon meetings and stuff, because you can find
people that can, like, know what you're going through, because it's very easy to feel
isolated when you're going through this, like, why is this happening to us, of all people,
why is this happening? But it's, like, it happens to so many people, you know, it's on the
hush-hush and people don't always want to acknowledge that it's going on so, I think it's
good to like just meet people that are going through it too. [C1W4.3Sister]
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During the recovery process, families found a personal mechanism of support
based on their unique needs. This support was essential because the entire family was
going through a process of recovery, not just the individual in the family addicted to a
particular substance. Family members receiving support through the recovery process
was viewed favorably by CSRs as this behavior supported the CSR’s recovery process.
As one participant related, family members and the CSRs needed to each work on “their
side of the street” in the relationship.
Family Members Learned about Addiction and Recovery
An aspect of the recovery process is the learning that took place if family members
allowed it. Lacking an understanding of addiction and recovery was considered a hindering
behavior, particularly if the family members attempted to interfere with the CSR’s recovery plan.
Thus, the desirable behavior of the family was increased learning and understanding. This
growth in knowledge was found to take place through educational efforts and as part of the
recovery process. One father related how he and his wife increased their knowledge in multiple
ways: I think myself and my wife, you know, definitely educating ourselves through Al-Anon, the
PAL group, [and] uh, you know through the [treatment center's] family program [was helpful].
[C1W4.2Father] Another mother related her educational efforts:
Well, once when we found out this was going on, we basically spent every waking
moment trying to figure out what we could do for her, what we could do for ourselves.
We've read books. We've talked to people. We've um, [read], any you know, resource, any
valid resource, I'll say that, [be]cause we had, you know, there's lots of information out
there, so, we really tried to find valid information [sic] that was applicable to her
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because there's lots of different addictions. So, we wanted to find stuff...that we could
immediately try to use to apply to our situation to better it. [C5M3.1Mother]
One CSR discussed the learning process for his family: We've all learned a little piece of
something that we didn't want to learn about, have no intention of learning about, and I think we
are all stronger and better for it. [C4D2.1CSR] A sibling stated how learning about addiction
was helpful to her: Learning about addiction [and] alcohol it just, it can just change you a lot, in
so many ways that I cannot describe all the ways…[C1W4.3Sister] Thus, learning about
addiction can be helpful to the recovery process.
The search for a better understanding of addiction and recovery, through various
resources such as Al-Anon or PALS, was viewed as helpful. Some family members had no
intention of learning, but they did because of the situation. In learning and understanding, it
changed the person and helped the family. Participants indicated that education, particularly
learning about addiction and recovery, was useful during the recovery process.
The Family’s Lack of Understanding of Addiction and Recovery Hindered the Recovery
Process
CSRs indicated that family member's lack of knowledge of addiction and recovery was a
barrier for recovery. Family members often lacked an understanding of addiction and the
recovery process. While it did not deter recovery from happening, it was a hindrance. One CSR
related how his mother is proud of him in one way but does not really understand recovery in
another way. This was not helpful to him: [My recovery] is something that she says she's proud
of, and she doesn't understand it. [C4D2.1CSR] One mother admitted her lack of understanding
and then growth that has taken place:
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I feel like I wish I would have educated myself more on the 12 steps early on, so I could
have more understanding and respect for his, his, um, journey, you know, and not asked
questions because that is not mine, it is his. And I just needed, I wish I had had more
respect for it, and I do now through education. [C1W4.1Mother]
One CSR stated how her parent’s lack of understanding of her community-based 12-step
program was a barrier, but, ultimately, they came to an acceptance of her recovery program, and
they are in a better place in their relationship. The CSR self-directed her recovery and advocated
for what was helpful for her recovery process by saying, Like, no, I'm going to do this
[C5M3.3CSR] and so she did. Her parents ultimately stopped their hindering behavior of
questioning and suggesting other recovery ways and accepted her leading her own life in
recovery:
I guess I'm just like not questioning it and just, like, accepting that it helps because that
was kind of a phase we went through at first. So, I'm glad we're not doing that anymore.
We just accept that this helps, and it's what we are doing. We're just going to go with [it],
so that's cool for me. [C5M3.3CSR]
In another family, the father questioned whether the CSR needed to continue attending
AA. He did not understand how recovery is a lifelong process for his daughter. She relayed how
this scenario took place.
I do remember at one point that when my dad was telling me before I moved…for my
undergraduate degree, he told me that I was going to have to stop going to meetings as
much, because life was going to be really full and I wasn't really going to have time for
that anymore. And I remember talking to him and telling him that, “Dad, like, recovery
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and AA doesn't end for me, like, it's a lifelong process, a lifelong journey, and if I want
to, to continue to be becoming a better person, you know, reaching or trying to reach that
perfect person that I want to be, or progressive to that, I have to keep going to AA.” So,
we have a little bit of, not going to say, like, an issue with me being in recovery, but he
was just worried that I was going to let that take over, and that would become like my
new addiction. [C3M6.4CSR]
The CSR’s older sister relayed her perspective:
Whenever he would tell he, “I don't think you need to go to these meetings or hang out
with these people. You need to learn how...to do things on your own, and not have to rely
on these people.” And I think that was really harmful and hurtful to say that after he had
wanted her to be in AA and get better, you know. [C3M6.1Oldersister]
The CSR’s younger sister related how their father came to the realization, but wished
their father would have understood sooner: I wish he would have gone to a meeting, like, sooner
than he did, so he could have realized sooner how much AA was helping [my sister].
[C3M6.6Youngersister] Thus, the CSR continued her recovery journey, despite her father not
understanding how a recovery process for addiction worked.
Family members wanted to be helpful, but their lack of understanding was interpreted as
a hindering behavior to the CSR’s recovery. Parents who tried to direct the recovery of the CSR
did not help and ultimately hindered the situation. The parent who asked too many questions
crossed the boundary of not allowing the CSR to direct his own recovery and this behavior was
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unhelpful. Family members’ lack of understanding about addiction and recovery hindered
recovery. While it did not derail the CSR’s recovery, it was acknowledged as a barrier.
The Family’s Behaviors did not Deter Self-Directed Recovery
Through the recovery process, CSRs learned to self-direct their recovery. There was a
point in time where some behaviors of the family were no longer allowed to impact the recovery
process of the individual. This self-directed recovery was necessary, and the actions of others
were not allowed to interfere in the CSR's life. One CSR described his relationship with his
mother: I really didn't have any communication with…my mother. Me and her just do not get
along. [C4D2.1CSR] The father gave some perspective to the situation as he believed the CSR's
mother was not supportive: His mother really didn't participate in anything that he did...there's
times...she...just didn't support him at all, in any way. She didn't help him financially, mentally,
you know, in any manner. ...There was no support. [C4D2.2Father] There is a point in
relationships where the perceived support may not be helpful. The CSR did not accept money
due to the potential of perceived control from his grandmother.
My grandmother, her mother, is well off and she is, she's helped me through the years.
Over the last 5 or 6 years, I haven't taken, you know, anything, just because they're going
to feel like they can voice their opinion. And try to dictate the way I live my life.
[C4D2.1CSR]
The CSR went on to say that he still loves his mother, the relationship is not healthy, and
therefore her behavior is not tolerated in his life:
Oh, just, just toxic relationships within the family. You can support somebody you can
love somebody, but still, have a toxic relationship, you know. I love my mother to death,
but I can't be in the same room with her [for] more than 30 minutes. [C4D2.1CSR]
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Another CSR relayed how particular family relationships are not helpful: They still to this
day, [they] talk crap about me...I made amends to every one of you...it's because they have so
many issues [of] their own. I'm the easiest target. [C2G4.4CSR] She went on to say, I think they
still try to blame me for their problems, and I stopped taking it a few years ago. So now they get
to sit in their own misery by themselves. It sucks, but I got tired. [C2G4.4CSR] The mother also
confirmed the poor relations in the family:
Like my sister, her aunt, her cousins, how they treat her when they were never really
affected by her, but they hold it over [my daughter] …. That's because they have
somebody to point to, so nobody is looking at their issues. [C2G4.3Mother]
The CSR also described the demeaning behavior of her older sister. The CSR and her
older sister do not communicate any longer:
We kind of try to have a relationship. But it was mostly her demeaning our mother and
her wanting me to get involved. And I just couldn't take it anymore. So now we haven't
spoke[n] in 3 years, not by my choice, by hers. [C2G4.4CSR]
Family members may have behaviors or actions that are detrimental to the recovery
process. Participants relayed several of the difficult situations they have navigated in their lives
related to their family member’s actions. In response, the CSR chose not to allow those
behaviors to affect their recovery. Toxic relationships are detrimental for recovery, and CSRs
recognized that in order to maintain sobriety they needed to love some family members at a
distance.
Research Question Three
Question three asks, “How does the college student in recovery influence the family in
the recovery process?” In this question, two themes emerged from the data regarding the CSR’s
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influence on the family during the recovery process, 1) the CSR’s recovery impacted family
functioning and 2) the CSR’s recovery impacted relationships in the family system.
The CSR’s Recovery Impacted Family Functioning
The CSR’s recovery process impacted the activities of the family. One CSR described
how working a recovery program was like his medication and was needed continually to
maintain his recovery: Recovery...it's like my dose of medicine...I need it. People don't really
understand that either. [C1W4.4CSR] The CSR’s sister empathetically described what recovery
looks like and how recovery is a continuing process:
I think it is just a process…there's…the medical aspect of addiction. That is really
important to understand…it's not just like, oh I'm just going to [stop] do[ing] drugs all
the time, like that's not how it works. I think a lot of people…think…they should [just]
stop and… [the recovery process] doesn't work like that. Don’t you think they would if
that's how it worked? [C1W4.3Sister]
When the CSR traveled with his family, he took the time to go to a meeting, which was
the equivalent of taking his prescription for the recovery process. His parents would support him
taking an Uber to go to meetings: The meeting thing. Like my parents, especially when we are
like out of town, or like letting me get an Uber to go to a random meeting in like some random
city. [C1W4.4CSR] One mother described what the recovery process looks for their family:
Recovery to my family. I think it just means healing. Just like going to the hospital and healing. I
think my family looks at recovery as a process or a way of healing from a huge process. I don't
think they see it as any other thing. [C2G4.3Mother]
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One stepmother relayed how their family considers their plans and the CSR’s recovery
comes first. She believes in the importance of the CSR continuing the process of recovery.
You know maybe we're all going to do something, and she said, “Well you know I can't
do it.” We had to there again support her in that recovery as far as her going to her AA
meetings and her annual conferences. [C3M6.2Stepmother]
She also relayed how important it was to consider her stepdaughter’s recovery:
No matter what our family was doing. No matter what was coming up that would
typically be as a family or something we had planned. You know we had to be
understanding that her recovery was the most important thing in her life right then. It
wasn't me, it wasn't her dad, it wasn't anybody else. [C3M6.2Stepmother]
Attending support group meetings is critical for recovery. The continual working, every
meeting, every time, was considered a dose of medicine. Family who conceptualized recovery in
this way recognized that the CSR needed to attend recovery meetings. The behavior of the CSR
to continue working a program of recovery impacted the family in such a way that they were
willing to allow the new, healthier behavior of meeting attendance and recovery support to take
precedence over other family plans. While this subtheme also reflects how family members
supported their CSR, it illustrates that the recovery regimen affected family patterns and required
family members to adjust.
The CSR’s Recovery Impacted Relationships in the Family System
The CSR affected the family through the process of recovery, particularly the
relationships in the family system. Family relationships changed through time. Many have
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improved, particularly subsystem relationships such as the CSR-parent relationships where there
is connection. There is a mixed response with the CSR-sibling relationships. There are four
subthemes represented 1) the CSR's recovery process strengthened relationships in the family
system, 2) the CSR's recovery impacted the parent-CSR subsystem, 3) the CSR’s recovery
impacted the parent-other children subsystem, and 4) the CSR's recovery impacted the siblingCSR subsystem.
The CSR’s Recovery Process Strengthened Relationships in the Family System
Through changes made by the CSR and the family members, there are better
relationships, for the most part, in the family system. Not all relationships are better. Some
family members are now loved at a distance. The families have deeper relationships, and this can
be accredited to the improvement of relationships by the CSR entering recovery. One sister
relayed how recovery impacted her family: I feel like honestly, her road to recovery has done a
lot of good for all of us, not just [my sister], but, like, all of us as a whole.
[C3M6.6Youngersister] Without the recovery piece, the CSR may not have impacted the family
system in the nature reported by participants. A father related when the CSR entered recovery it
made a change in the family's time together and relationships:
I think we like to do things together more when we're together, whereas we just kind of do
our own things. We kind of all get together and do things. So that's, uh, something that a
lot of times just didn't happen, because the addict didn't want to be with anybody. They
wanted to be pursuing their addiction. [C1W4.2Father]
The CSR credits his recovery impacting the family for the better: Our relationship has
been strengthened unbelievably, and like that's all due to recovery. Like it would not be like
that…if I weren't taking steps in this direction. [C1W4. CSR]
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Another CSR described how the relationships in her family have improved:
We have a lot better relationship. I feel like that also comes from like growing up and like
getting out of the house, but, I don't know, I feel like, I, like, have a lot more deeper
conversations with them. [C5M3.3CSR]
The father of the CSR agreed:
If there's a good side to this, it really has made our family stronger and made us close
(inaudible). I understand how short life is and all. It's all for the best, and I mean it is
part of God's plan. [C5M3.2Father]
Another CSR believed it had brought her family closer:
We have genuine healthy, happy relationships where we can talk to one another about
things that are open and honest. I don't think we had that before I got sober. That might
have to do with age, but I think it [took] me going through what I went through. [It]
really helped all of us to come closer together…. [C3M6.4CSR]
The CSR’s recovery impacted the family system. CSRs and their family members
reported having healthier, happier relationships where conversations were deeper, and time spent
with one another was more appealing. These behaviors would not have happened, according to a
father, if the CSR had not entered recovery. Thus, while the CSR changed, the family system
changed as well.
The CSR’s Recovery Impacted the Parent-CSR Subsystem
The recovery process impacted the parent-CSR subsystem. In two of the cases, the CSRs’
biological parents were still married: C1W4 and C5M3. In one case, the CSR’s parents were
divorced, but the father remarried. The CSR included the stepmother in the study, but not the
biological mother, C3M6. The CSR did not go into detail regarding the relationship with her
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biological mother. In one case, C4D2, the biological parents were divorced. The CSR described
the poor relationship between him and his mother but described an “incredible” relationship
between him and his father. In the other case, C2G4, the father and stepfather were deceased, but
the CSR described having a better relationship with the mother through the recovery process.
Therefore, it is acknowledged that the relationships described are those of a more positive
impact, but the study cannot present a full parent-child subsystem as two biological mothers
were not included in the study.
One stepmother relayed how the CSR’s recovery has helped the CSR gain tools to handle
life. She described what the impact of those changes has meant to their relationship:
I think in some ways we've, it has taken down some barriers that were between her and
me. … I think it gave her the tools to step back and assess herself and to use those tools.
Not just in her recovery, but in her day-to-day life. So, I do feel like it took down some
barriers between her and me. [C3M6.2Stepmother]
One father realized how the recovery process had impacted him: I think it's affected [me]
in a positive way. I think I'm a stronger father. I think we have a stronger family…trials and
tribulations of life make you a better person. [C1W4.2Father] A CSR related how her
relationship with her father had changed: My dad being there, coming to meetings, watching me
get my chips, seeing his anger and his pain turn into pride and joy (inaudible, through tears)
[for] his daughter. [C3M6.4CSR] Their relationship changed from anger to joy, and this was
possible because of the recovery process. She went on to relate: My relationship with him has
changed so much for the better. And I just think that's really cool because we, we've just come a
long way. [C3M6.4CSR] Another CSR relayed how his relationship with his father had changed.
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They had lost their relationship for a while, but because of recovery their relationship has been
mended:
I haven't really thought about that [in] a while, but it's weird to think how much [sic] me
and his relationship has changed, and my mom, like, she's always loved me to death and
would do anything for me and, like, I've got that back, and I, like, lost that for a long
time, you know. [C1W4.4CSR]
Relationships in the parent-CSR subsystem improved through time, and this meant
something special to both the parents and the CSRs. Pain turned into pride and joy. The recovery
process impacted parent-CSR relationships, and both the parent and CSR have come a long way
over time.
The CSR’s Recovery Impacted the Parent-Other Children Subsystem
The CSR’s recovery impacted the parents’ relationship with their other children as well.
Parents made changes to the techniques with which they parented their other, younger children
as a result of having a child in recovery. The oldest sibling in one case relayed how each child is
different, and how this required a difference in parenting with the CSR:
My dad kind of just, like, well, I was the oldest, and he really trusted me a lot. But he, I
don't think, realized that all of us are different. And just because I was okay and I was
doing well doesn’t mean that, like, one of the others needed help or were struggling or
whatever. And so, he kind of, like, let us be our own people. And because of that, he didn't
really check on her that often or, like, really trying to understand what is going on.
[C3M6.1Oldersister]
The younger sister of the CSR related that, after her sister went through her process of
addiction and recovery, her father’s parenting style changed. Whereas the older sister described a
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laid-back parenting style, the father became more involved in the younger sister’s life, which was
perceived negatively by the younger sister:
And I would tell him, like, I'm not going to end up like [my sister]. I'm not going to be an
alcoholic. Like, just because [my sister] did those things doesn't mean that I will too. And
I just felt like for the longest time he didn't trust me and what I was saying in my actions.
That kind of put a toll on me I guess [be]cause it really hurt my feelings.
[C3M6.6Youngersister]
Another younger sister relayed a similar sentiment: You know, I felt maybe a little bit of,
a lot a bit of pressure, to be, like, I don't want to say perfect, but kind of perfect. Not to … drink.
[C1W4.3Sister] She went on to say:
So, it's one of those things, like, I feel like I [can] talk to my dad more openly about it
because he [sic] knows me and my brother are different people. I think my mom has this
fear that I'm going to be an addict. [C1W4.3Sister]
The CSR’s recovery journey impacted the family system, particularly the parenting style
that parents employed with younger children in the family. Participants illustrated there was a
pressure to be a certain way. The parents feared that the younger sibling would one day become
addicted to a substance too. The tension, for a younger sibling, to live their own lives
individually, apart from the CSR’s history, was noted.
The CSR’s Recovery Impacted the Sibling-CSR Subsystem
The CSR’s recovery impacted sibling relationships. There was mixed feedback on how
sibling-CSR relationships were affected once the CSR was in recovery. One CSR described the
slightly positive impact it has made on her sibling relationship:
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And my brother, like we've never had a good relationship…and not that we have like a
stellar one now, but, like, I guess it's better, like, we can just like exist and …like we just
get along better, talk better. Like, I go hang out with him sometimes, which like, I don't
really, I didn't even do that when I lived at home. [C5M3.3CSR]
One sister believed the recovery process changed her for the better. …I think it changed
me a lot too, for the better. [C1W4.3Sister] She also went on to say:
So, now it changes a lot, like I think just, learning about addiction [and] alcohol it just, it
can just change you a lot in so many ways that I cannot describe all the ways, and it
makes you just more in sync with what's going on and you just opening your mind and
just knowing people are different… just made me more of say, just not being judgmental
would probably be the biggest thing. [C1W4.3Sister]
A brother of a CSR described how he was living at home when his sister moved back and
started her recovery process. The recovery process impacted his relationship with his sister:
We formed more of a sibling relationship while she was in the house. We didn't really go
anywhere, just kind of there. And it was pretty cool to hang out with her and talk to her
and make her laugh. She was sad… I think that's probably the best thing I got out of it.
[C3M6.5Brother]
Not all sibling relationships were positively affected. One mother described how the
older sister of the CSR still has problems with acceptance of the situation. Of significance, their
relationship, according to the mother, has not ever been great:
Well, her oldest sister is still mad at her, and they just, like, they don't get along, and
she's not very supportive, but she's pretty stubborn…thinks it's all [the CSR’s] fault,
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which it is [the CSR’s] decision. … But they never had a good relationship anyway.
[C2G4.3Mother]
The CSR described the relationship between her and her older sister:
She told the whole family I was an addict and [sic] I had a pill problem and then
completely severed ties with me. … To me it felt like, ‘Haha, you have a problem, look at
you, you're the bad kid now.’ [That] is pretty much what it felt like. She never once
helped. She never once wanted to help. She told my little sister when I was in treatment I
would never get this way of life. [C2G4.4CSR]
The mother went on to say, Her older sister will never accept it. Will she be in the same
room with her? I don't know, maybe, but it's not likely. It has changed things. [C2G4.3Mother]
Now the mother described the younger sister and the CSR as having a better relationship than the
other sister: I think her younger sister hung in there and I think she is still is apprehensive of [her
sister’s] behaviors, but she loves [her sister]. … You know, they hug. [C2G4.3Mother]
The CSR’s recovery impacted the sibling-CSR subsystem through the recovery process.
Sibling responses to the CSR in recovery varied between and even within families. While there
was a varying degree of how much the relationships changed, some for the better and others for
the worse, the sibling relationships were impacted through the recovery process.
Research Question Four
Question four asks, “In what ways can a collegiate recovery program support a college
student and their family in recovery?” Three themes emerged from the data regarding a CRP’s
role in supporting the college student in recovery (CSR) and their family: 1) the recovery
program provided access to like-minded, recovering college students; 2) the recovery program

137

offered support for family members in the recovery process, and 3) the recovery program
provided a supportive environment on the college campus.
The Recovery Program Provided Access to Like-Minded, Recovering College Students
Access to likeminded people was an opportunity for students to build friendships and
build community with peers. Peer support was an asset to the CSR because peers understood the
demands of university life and the demands of staying sober. One older sister said it this way: I
just know that it gave [my sister] another window of, or another opportunity to, I guess, have
other people that share the same issue. But not at like a local level, but at like a college level
with people that are in the same boat as her. [C3M6.1Oldersister] One mother summarized this
idea by saying, You know, I just think it puts her in likeminded people. [C2G4.3Mother] The
daughter in her interview also supported this claim: I know it makes my mom feel better,
[be]cause she feels like I can be around people that are more like me. [C2G4.4CSR] The key is
having the likeminded people who are together having a shared life experience in recovery
maintenance.
Having access to peers who have experienced something similar concerning addiction
and now recovery maintenance was essential. This group of individuals came together and
shared a bond in recovery. A CSR compared the CRP to an AA camaraderie, stating the recovery
program members have a special bond through life experiences: You know, if they know about
AA, if they know how the world works for camaraderie, [that] is really the main goal. You [are
a] part of us, and I've been through something that you've been through. [C4D2.1CSR] One
father connected the peer relationship to how students help one another in recovery: They were
there together and doing the things they needed to do to get better and recover and help each
other along the way. [C5M3.2Father] A mother related that the recovery program provided a
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supportive group for her son by stating, I know he has a great support group. [C1W4.1Mother]
And a brother relayed something similar: They all come together, whoever it is, they all come
together. [C3M6.5Brother] The stepmother indicated that she believed the bond of the peer
group in the recovery program is like another family to the CSR: And I think that [the] college
recovery program was a, it just gave her another family. [C3M6.2Stepmother]
Family members and CSRs identified that having peers who have similar goals, such as
obtaining a degree from a university, is important. A mother stated it this way: It gives [my
daughter] a level of support for the person she is...a college graduate...an intellectual...[a]
situation where other people are striving to improve their intellect. [C2G4.3Mother]. The
daughter said something very similar in that the recovery program provided her access to people
with similar goals. [C2G4.4CSR] Another CSR said something similar: they're like, oh, these are
decent humans, and they're, like, all trying to do, like, do school. [C5M3.3CSR]
The CRP at MSU provided recovering college students a camaraderie, and therefore they
could access peers who understand the recovery process. They came together, understood one
another, and they helped one another along the journey. The programming brought together
students in recovery who had similar goals and life experiences. Peers came together on a college
level and obtained their degrees while maintaining their recovery. The MSU program allowed
recovering students to have access to recovering peers who shared similar life experiences in
maintaining sobriety through bonds of friendship, even likening these relationships to the bonds
of family.
The Recovery Program Offered Support for Family Members in a Recovery Process
The family of the CSR was supported through initiatives of the MSU recovery program
like Family Weekend. These initiatives provided opportunities for families to come together,
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fellowship, and increase their understanding of addiction and recovery as it related to family
members, particularly their sons and daughters. There were two subthemes that illustrated how
the recovery program offered support for family members in a recovery process, 1) the recovery
program provided direct and indirect family support, and 2) the recovery program provided
families with peace of mind.
The Recovery Program Provided Direct and Indirect Family Support
Through initiatives such as Family Weekend, families came together for a better
understanding of addiction and recovery in their own family and in other families who were
present with them at Family Weekend. Additionally, Family Weekend provided interactive
opportunities for family members, such as fellowship and educational opportunities, where
parents had an opportunity to participate in a family seminar. One father explained the direct
benefit of what the parent seminar meant to him when he attended:
It just really did our hearts and soul good to be able to hear what the other parents had
to say and to know that you are going to make it. It's going to be okay. You are to this
point. It's not going to be easy, but here's what's going to happen, kind of what to expect
from the kids and be ready for it. It's going to be hills and valleys along the way, and it
just did us a lot of good. [C5M3.2Father]
His daughter, the CSR, related how important it was for her family members to increase
their understanding: When they came to parents’ weekend last week, last year, um, they started
like really understanding … what recovery is like. [C5M3.3CSR]
A mother relayed the importance of how the recovery program helped her understand the
role of the program in the recovery process: Just being able to learn about it and what it was and
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what it offered and how it helped. I just think that was, that's what made us feel so, I guess,
secure about it. [C3M6.2Stepmother]
Another CSR stated what it meant to him and how powerful it was for his parents to learn
more about addiction and recovery by listening to a person’s story through programming
provided by the MSU recovery program:
I think it's really important for them, and they think so too, to like, to hear someone else's
story … get like a deeper understanding … [a person in] active addiction is a different
person than a person in recovery. And [sic] I think that's like a fundamental thing to be
able to understand … to [sic] be open enough to [sic] have a loving repair[ed]
relationship with a person in recovery, even though you've seen the [person in] active
addiction like that. [C1W4.4CSR]
The existence of the recovery program also provided an indirect benefit to families,
particularly for family members who were not able to attend CRP programming. Family
members related the impact that the programming had on the CSR and, in turn, the rest of the
family. One grandmother stated that if they help [the] one trying to recover, it helps the rest of
the family; we recover with her. [C2G4.2Grandmother] The aunt in this family relayed a similar
sentiment: It has helped [me] in the sense of helping her; she can recover and get on with her
life. [G2G4.1Aunt] The older sister of a CSR stated Let's see. I mean, I think it already has
helped my family. I mean, it helped [my sister], which in turn helped us. [C3M6.1Oldersister]
Family members recognized that the recovery program both directly and indirectly
impacted the family in the recovery process. Families either benefited through participating
directly in the programming provided or by indirectly from the CSR’s involvement with the
recovery program. Families increased their understanding of addiction and recovery through
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programming, such as Family Weekend. While the recovery program focused on providing
services for the CSRs, their family members are a secondary beneficiary of the program’s
services.
The Recovery Program Provided Families with Peace of Mind
Family members commented on how vital the recovery program was to their family.
Notably, the family had peace about their family member being involved and supported by the
recovery program. One stepmother stated, I guess it helped our family overall because we knew
that we didn't have to worry about [my stepdaughter] going away, hours away, and what was
her support system going to be. The stepmother continued with how it specifically helped their
mind by having the support system from the recovery program available to their daughter: I think
it broadened her support system, and it made us feel better and more secure about her being off
and not failing her recovery. [C3M6.2Stepmother] One CSR related how it made his family feel:
[The recovery program] gave my family a sense of relief that I had found somewhere, you know?
[C4D2.1CSR] Another CSR related that her participation in the program gave her sponsor a
peace of mind: Well, my sponsor doesn't worry about me so bad right now. [C2G4.4CSR]
Another CSR stated, They can trust their kid to like, be in college, you know, and not have to
worry. [C1W4.4CSR]. One father said [It is] just very comforting to know that we knew that was
going on. She was in the right place and had gotten back on track. [C5M3.2Father] And finally,
another father summarized this subtheme by saying, And I think it's, it gives you some peace of
mind as a family. [C1W4.2Father]
The recovery program provided a peace of mind for family members, and knowing the
CSR was a part of the program offered support for family members’ mental well-being. The
families had a sense of relief that their CSR had found a program on the college campus that
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would support their recovery process. The recovery program’s presence on campus as a resource
to their loved one in recovery provides peace of mind to family members.
The Recovery Program Provided a Supportive Environment on the College Campus
The CSR is supported through initiatives of the recovery program. Various initiatives
provided both the CSR and their family members with opportunities for support. Two subthemes
related to the environment created by the program emerged 1) The recovery program provided a
supportive, non-judgmental, and safe environment, and 2) The recovery program provided a
sober tailgate that adds to the supportive environment.
The Recovery Program Provided a Supportive, Non-Judgmental, and Safe Environment
The college environment is commonly associated with prevalent alcohol consumption.
One stepmother stated, Becoming more involved in other recovery programs and then absolutely
the CRC at Mississippi State University. I don't know that without the support of that, I don't
know how she would have made it through college. [C3M6.2Stepmother] One parent related how
helpful it is to have a recovery program on a college campus: It's good to know that they have the
support group on campus in this environment. [C1W4.2Father] A sister stated,
I'm not in recovery, but college can be hard for me too just because I don't drink and
stuff, and it's everywhere. So, I can't imagine, like, when you are in recovery, like, you
can't do that, like, going out, because it's just the environment. [C1W4.3Sister]
Just as the MSU recovery program provided an alcohol-free environment on a college
campus, it also provided an environment that is non-judgmental for program members and their
families. One parent related how the environment offers a nonjudgmental place to be with his
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daughter: Considering that we had really just found out about things…it really let us kind of be
around her some in a very nonjudgmental environment. [C5M3.1Mother]
The physical space of the recovery program provided a safe space on campus where the
students could gather. One father acknowledged what it offers for his son: It allowed my son to
have a place to go. [C4D2.2Father] The CSR agreed: It was...a good place. [C4D2.1CSR]
A CSR stated,
I like being able to have somewhere [safe] to go on campus because there has been many
moments when I've thought to myself I wish I was a normal student who could drink in
the junction or go to whatever those bars are called downtown. [C2G4.4CSR]
A sister related how important it was for her sister to have the recovery program: The
collegiate recovery program was somewhere where she could go where she felt safe and to
where she felt like she wouldn't be judged for her feelings and how she was feeling.
[C3M6.6Youngersister]
Recovering students benefited from having a safe and supportive environment on the
college campus. This environment was created through countering the alcohol culture on the
college campus by providing a nonjudgmental environment where students and their family
members could gather. By providing a safe gathering place on campus, the recovery program
was supportive of recovering college students in an environment where the presence of alcohol
and other unsupportive behaviors could threaten the CSR’s sobriety.
The Recovery Program Provided a Sober Tailgating Opportunity That Added to the Supportive
Environment
The CSRs and their family members valued the sober tailgates the recovery program
hosts for home football games. Alcohol and other drugs are not allowed at sober tailgates,
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therefore providing a safe space for students, their families, and the community to gather where
they will not be pressured to consume alcohol or another drug. The recovery program-hosted
sober tailgates are a protected environment. One CSR described that her father would come for
the sober tailgates: My dad was always the one that [drove] up here for games and for the sober
tailgates. [C3M6.4CSR] One father stated,
Especially during football season, to, you know, participate in pre-game festivities and
post-game festivities without being around any type of alcohol or anything like that. It
allowed us to go there and be with him. And be in a good clean environment with some
good people. [C4D2.2Father]
The sober tailgates helped families, as the CSR stated, My mother and father can't be in
the same room together…but they've come up here before and come by the tailgates. And
it's…been [an] overall good experience. [C4D2.1CSR] Another mother mentioned how
attending the tailgate helped her connect with her daughter: It helped us be in her world and
know the people that she was talking about and I think that was great for her and for us, because
it helped us, you know, talk. [C5M3.1Mother]
Both a CSR and a family member described the importance of a tailgate providing a
protective environment for them. One mother explained how the sober tailgate environment
helps her family:
I don't like the crowds at the tailgating before the ball games…I'm very uncomfortable. I
always have been very uncomfortable around a lot of people drinking. It's not an
environment that I like, and to have the sober tailgate, it's great for families like ours.
[C1W4.1Mother]
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One CSR recognized the importance of the environment on game day: To be able to
bring my family and enjoy ourselves and not have to worry about everything else that goes on
during a game day. [C4D2.1CSR] She considered this a supportive aspect of the program.
Another CSR stated the importance of having a sober tailgate on game day:
I love sober tailgates because I can still be a part of [the game-day experience], but still
have like a sanctuary. Like, this is what I did on Saturday. I went down to the junction
with all the mess, but came right back up here, chilled out for [a] minute, and went back.
You know, I went back and forth. [C2G4.4CSR]
The recovery program provided a sober environment on game days. The CSRs and their
family members perceived that the sober tailgates were beneficial, particularly as the college
game day experience in the general population on campus provided a different atmosphere that
included alcohol. The tailgates provided a time for connection with others in an environment that
was helpful to recovery.
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CHAPTER V
DISCUSSION
The purpose of this descriptive study was to better understand the recovery process of
college students involved with a CRP within the context of their families. Utilizing multi-case
study design, the study reviewed the recovery process of five college students/alumni in recovery
(CSR) and their family members. Each family represented one case, and family members
included in the study were identified by the CSR. There were 19 total participants in the study.
The current study included multiple perspectives of family members including the person in
recovery and her or his family members.
Discussion of Findings
Theoretical Support
General Systems Theory
The findings of this study were consistent with several core concepts of systems theory
such as boundaries, hierarchy, and equifinality. The family was in a recovery process alongside
the CSR. Families developed healthier boundaries through the recovery process, and their
relationships were strengthened as a result. This change is evidenced by the enhanced boundary
setting that occurred where families set healthy limits and respected one another as well as the
recovery process. Parents and family members learned that they cannot control a child or family
member. After the CSR and family entered a recovery process, there was an increase in respect
as they each walked the recovery path together.
147

Families are composed of a hierarchy of subsystems, and recovery impacted the
relationships. The impacts were found, not only in the family system, but also in the parent-CSR
subsystem, parent-other children subsystem, and sibling-CSR subsystem. Generally, the parentCSR relationship changed in a positive way through the recovery process, but there were two
biological mothers who were not included in the study. Therefore, while there were positive
changes in the parents who were interviewed, there is not a representation of those who were not
included in the study. Some sibling relationships improved while others did not. Some CSRs
believed some of their siblings would not accept their lifestyle of recovery, which may have been
because of fear of return to use; nonetheless, the CSR continued a recovery process. Finally, in
the parent-other children subsystem, the recovery process impacted the parenting style with other
children. This change in parenting strategies was noticed in how stricter limits were enforced
with the younger siblings compared to when the CSR was around the same age. Not just the
CSR, but the family as a whole was impacted by the recovery process. Some families believed
that while recovery was beneficial for the CSR, it made the family as a whole better as well.
In reference to equifinality, each family recovery process was unique to that particular
family. That is, all CSRs were in recovery with their families, but varying recovery processes
were implemented to arrive in recovery. Some families used professional treatment, while others
relied on community-based 12-step programs to enter a recovery process. The CSR needed help
initially, and the early recovery process was hard for the family. Given that recovery is an
ongoing process, at the point of the study, the families were continuing this journey of recovery
and were helping other families along the journey as well.
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Bronfenbrenner’s Bioecological Model
In context of Bronfenbrenner’s (2001) Process, Person, Context, and Time model,
findings suggest proximal processes occurred as the CSR learned a new path of recovery in the
context of the CRP, family, community, and environmental supports of sobriety. Study findings
suggest several connections of the themes that relate to the interconnectedness of systems in the
model. First, the family was in a recovery process alongside the CSR. Second, people outside of
the family played a part during the recovery process. Third, family members learned about
addiction and recovery. Fourth, the CSR’s recovery impacted relationships in the family system.
Fifth, the recovery program provided direct and indirect family support through the recovery
process. Sixth, the recovery program provided a supportive environment on the college campus.
Therefore, the interconnectedness of the individual with the family and with the recovery
program at MSU, along with the environment at the university, provides support for the
theoretical framework that guided the study.
Proximal processes occurred between the family members and the CSR as continual
understanding took place that guided families in the recovery process. The CSR continued to
work a recovery program and was supported by programming and peer support of the recovery
program. The interactions with the recovery program became more complex as the recovery
program member attended events and the family became involved in programming associated
with learning about the recovery process. The college student represented the person, with each
college student and their family members having unique characteristics (microsystem). These
familial reciprocal interactions through time, in the context of their environmental supports, such
as a supportive environment created by the MSU recovery program, along with external meeting
attendance like AA, provided for a recovery process unique to each family.
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The CSRs actively participated in the MSU recovery program. The program provided a
supportive environment on the college campus (microsystem), which was interpreted by CSRs
and their family members as being non-judgmental and safe place. This was evidenced as
participants felt safe while attending recovery functions of the program. This was also evidenced
as CSRs and family members appreciated the sober tailgates and opportunities to gather together.
Additionally, the college student increased active participation in reciprocal interactions within
the recovery community, increasing camaraderie among peers in the program. This community
was composed of other college students, attending college and continuing sobriety, who through
time, became committed to one another’s well-being.
Additionally, the family’s support through multiple interactions, including their
involvement with a personal recovery program on their own (exosystem), provided indirect
benefits to the CSR’s recovery process. The CSR’s recovery process and involvement with the
recovery program (mesosystem) provided indirect benefits to the family. Through these
experiences, there was a commitment to one another’s well-being in the recovery process.
While time was not necessarily a topic of scientific inquiry in the study, it is
acknowledged that, in time, the CSRs continued a recovery process with their family and
community. Bronfenbrenner’s Chronosystem is most often associated with longitudinal data
(Tudge, 2020), but the current study did not address a longitudinal approach. CSRs in the study
had a range of recovery time from 1½ years to 10½ years, but the study did not review point in
the recovery process as the interviews took place at one point in time in the recovery process. It
is acknowledged, however, that through the addiction and recovery process, family members
made positive developmental changes over time.
150

Boundaries, Self-Directed Recovery, and Self-Care
Self-directed recovery is not a new concept (Croft & Parish, 2016; National Council for
Behavioral Health, 2015), but how the CSR and family members described their experiences
warrants further discussion. In the current study, the support of family was perceived as helpful
in the CSR’s journey, along with the external supportive programs, whether that be formal
treatment, AA-type supports, or the MSU recovery program. The family, plus additional
supportive programs, were perceived as helpful to the recovery process. Important to note is that
while these supports were perceived as helpful, family members had to decide to utilize the
programs for themselves. Family members encouraged their loved one in recovery, but it
remained the CSR’s responsibility to self-direct. This self-directed behavior included the
recovery process of the CSR and self-directed behavior by family members.
Establishing a healthy boundary coupled with self-directed recovery can be very
powerful for sobriety. England Kennedy and Horton (2011) found that establishing boundaries
was a supportive behavior of family members in a recovery process. Family members and the
CSRs in the current study established better boundaries through the recovery process. The family
members acknowledged there was a problem, and it was important for the family to establish
better boundaries in the family system. Sometimes, well-intended behaviors were not appropriate
and crossed a boundary. For example, when family members did not understand the recovery
process and would question a family member about meeting attendance or would suggest that the
CSR stop attendance or reduce attendance at recovery meetings, this type of behavior was
perceived as overstepping the boundary and trying to lead or interfere with a CSR’s recovery
process. This type of overstepping behavior was viewed as hindering, but when family members
allowed the CSR to communicate about their recovery by their own self-directing, this behavior
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was perceived as supportive. This idea can be challenging for a family to comprehend, but
families in the current study created better boundaries and then learned to respect the personal
boundaries established in the recovery process. For those who did not respect the boundaries set,
the CSR was no longer in a close relationship with the family member. Self-directed recovery
was maintained by the person working a recovery program and supported by healthier
boundaries in the family system.
Self-care, conceptualized as finding support for one’s recovery process, should not be
ignored. Understanding the recovery process, including making changes in the family, was
challenging for families navigating recovery. It was important that members took care of
themselves and allowed the college student to take care of themselves through self-directed
behavior. It was important for family members to recognize that they cannot change the college
student but can take care of themselves in the process. Family members found support for their
personal recovery and learned about addiction and recovery through meetings, books, talking to
others, and via other resources. In summary, family members who are supporting family
members in recovery should acknowledge their own needs. Families who recognized the
importance of self-direction and self-care were able to create and maintain healthy boundaries
that supported recovery.
Emotional and Physical Supports of the Family
In the current study, family members supported the CSR, both physically and
emotionally, through the recovery process, which is consistent with previous findings (England
Kennedy & Horton, 2011). England Kennedy and Horton (2011) found that family support was
provided intangibly, through emotional or passive support, and tangibly through the provision of
resources. Family members in the current study provided for the CSR’s basic needs, such as
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providing a vehicle or a place to stay. Additionally, they also “showed up” for them physically
and emotionally by attending recovery functions. Family members supported their loved ones by
being there for them, having discussions, and being supportive through difficult times.
In addition, findings of the current study are consistent with England Kennedy and
Horton’s (2011) study through the mismatched perceptions of how helpful family support truly
was. While some families did not believe they were going above expectations of what family
should do, the CSRs perceived their family’s support to be helpful and needed. Previous research
supports this finding that family members may not perceive their support to be as valuable as the
person in recovery perceives it to be (England Kennedy & Horton, 2011).
Hindering Behaviors
The lack of knowledge and understanding of family members hindered the recovery of
the CSRs. Some families did not understand why community-based 12-step programs were
continually needed or how the recovery process worked – specifically its nature as a continual
process. The lack of understanding was hindering the person trying to recover, but ultimately the
person did continue the recovery process. This finding, that family members often lack
knowledge of the recovery process has also been found in other studies (Aldersey & Whitley,
2015; England Kennedy & Horton, 2011). England Kennedy and Horton (2011) found that
family members lacked the information to make good decisions in connection to their family
member’s illness, which contributed to the lack of understanding and the decisions they made.
Aldersey and Whitley (2015), whose study concentrated on severe mental-illness recovery,
found that some family members either did not understand or did not try to understand mental
illness. While the authors did relate that moral support included understanding aspects of mental
illness, the barrier of the lack of understanding created stigma and shame. A key difference in the
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current study is that most family members genuinely wanted to understand and help the CSRs.
Those family members who did not understand or try to understand addiction and recovery
ultimately did not remain close to the college student in recovery. In the current study, these
types of behaviors were viewed as barriers that did not ultimately continue to affect the CSR.
The CSRs continued their recovery process despite family members who may not have
understood their recovery journey.
“Recovery is Medicine”
Recovery as medicine is a concept relayed by a CSR that provides context for mental
health recovery. Where the brain disease model of addiction (Volkow, 2016) is the standard
practice of addiction professionals, meeting attendance is the medicine of recovery for CSRs.
Family members may not realize the importance and time requirement of such a process of care.
Meeting attendance, for recovery from an addiction, is similar to a prescription for recovery from
another illness such as high blood pressure or diabetes. Doses of recovery over time, through a
process, resembles that of prescribed medication, a prescription for a behavioral change that will
influence personal mental health. This behavior is a process of continued dosage over time.
Meeting attendance, such as AA or NA, ensures the CSR can continue a recovery process while
enjoying a life free of an addictive substance.
The findings of this study support the brain disease model of addiction (Volkow, 2016) as
the CSR described recovery as a chronic condition where recovery occurs over time and through
continued meeting attendance. This “recovery is medicine” process can be viewed similarly to
how diabetes, cancer, or any other chronic health condition is managed. Therefore, viewing
addiction as a chronic disease, if the CSR were to stop attending meetings and working on a
recovery process, then there is a likelihood the chronic disease would return. However, if the
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CSR continues to maintain a recovery process, such as any other chronic issue, such as cancer,
the “medicine” will continue be effective. One does not stop monitoring for a return of the
disease in some form or fashion, whether by appointment, screening, preventative treatments,
and so forth; thus, “recovery is medicine” is a prescription for a lifetime in recovery.
Support Outside the Family
The journey of recovery and the college student’s experiences are unique to their family
members. While every family case was different, and every addiction situation was unique, there
were common factors among the cases that support a unified message for parents and family
members who were struggling with an addicted family member. Although a family may not have
known how to move forward with a family member who was addicted, help was available. Help
came from within the family and through external means. Some family members took action to
get the CSR into treatment. In contrast, other family members learned of the support the CSR
had obtained after the college student had entered a recovery process. Whether it was through a
formal program such as the CRP at MSU, through a 12-step community-based program, or
another type of support group, help was available to the members of the family.
A central finding of the current study is the necessity of AA, Al-Anon, PALS, CRP, and
other 12-step community-based support groups that are outside of the family. These were crucial
supports for the families interviewed in this study. Accordingly, if a family is struggling with an
addicted family member, it is pertinent not to go through it alone. Consistent with the findings of
this study, other research has shown that using recovery support, such as Al-Anon, has been
beneficial to family members (Timko et al., 2016). While participants in the current study opted
for a range of support, using external support systems to aid the family in the recovery of both
the individual and family members ultimately helps a family work through the recovery process.
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Families should not be expected to walk this journey alone. From counselors to treatment
centers, to friends of AA or other groups, outside resources and support were essential for the
recovery process.
Study participants valued the role of AA and other 12-step community-based programs.
One participant relayed how AA had camaraderie and how the CRP produced this same feeling
of connection. Previous research supports this finding for participants in AA (Osborne, 2003),
but the current study extended this to the CRP. The CRP provided an opportunity for students to
gather with other students who were likeminded and in college. This camaraderie was a valuable
asset to the recovery of students as others had walked the path before them. The camaraderie was
created through involvement in the program.
It is essential to consider the role of a CRP in the recovery process for CSRs and their
family members, and the CRP provided a unique opportunity to reach families. There is minimal
research around collegiate recovery involving families (Ashford et al., 2018). Therefore, the
current study substantially extends the minimal body of knowledge regarding family
involvement and collegiate recovery, as CRPs coupled with family involvement have not yet
been fully explored in the literature. No published literature included family member
perspectives in a CRP program as a whole; this study is the first to contribute in this way, finding
that the CRP offered support for family members in a recovery process. The CRP helped families
directly and indirectly, giving them a peace of mind that their college student was involved with
a CRP. Therefore, this study adds to the literature that families are supported by CRPs.
The CRP counteracted the perceived hostile environment on the college campus. This
finding is consistent with other research (Harrington Cleveland et al., 2007). The CRP provided a
safe environment for students who encountered the culture of prevalent alcohol consumption by
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their peers. Both parents and CSRs felt supported by the CRP program through the creation of a
safe environment for game day experiences and a day-to-day haven for CSRs.
Families Gave Back
Families gave back while simultaneously navigating the recovery process. In one case,
the parents started a PAL group so they could be supported and also help other families and
parents who were struggling. Participants who took part in the current study were not paid or
offered an incentive for participating. They became involved because they genuinely wanted to
contribute, help their family member, and give back to the recovery community. Therefore, as
families worked through their recovery process, there was an opportunity to give back and serve
others, which is essentially the 12th step in recovery for both AA and Al-Anon (aa.org, 2018; alanon-.org, n.d.); “Having had a spiritual awakening as the result of these steps, we tried to carry
this message to others and to practice these principles in all our affairs” (Al-Anon Family
Groups, 1996). While participants in the study did not necessarily verbally identify the
connection between the 12th step and their behavior, their actions suggested they gave back while
navigating the recovery process.
Limitations
Certain limitations apply to this study. Addiction and recovery are complex,
encompassing many aspects of families including genetics, human behavior, environmental
factors, and others. This study did not fully address all aspects of addiction and recovery. The
study did not address those who had returned to an addictive behavior and did not re-enter a
recovery process. Therefore, the study represents whose who have successes in recovery and
does not represent those who have returned to an addictive behavior or who are no longer
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connected to the CRP at MSU. However, the focus of the study pertained to the family
relationships and how the family navigated the recovery process with their CSR. While the study
took considerations into account such as multiple viewpoints and family history, the study did
not have the capacity to review all family dynamics nor fully review environmental factors
affecting the family system.
Limitations concerning the methods of the study include the process for which data
collection occurred, different interview techniques, and exclusion of minors. The university
CRP program holds family weekends only once per year, traditionally in the fall semester.
During the current study, the CRP family weekend took place on October 5-7, 2018. Due to the
nature of family weekend programming, there was a limited time span for conducting interviews
during the weekend. However, the weekend was the best time for recruiting alumni and family
members of current students to participate. Thus, it was selected for the time frame of interviews.
Another limitation of the study included the way in which data were collected through
inconsistent methods. Part of the interviews were conducted via face-to-face and part of the
interviews were conducted via telephone. This was due to the geographic location of family
members. Of those interviewed, 12 of the 19 participants were interviewed through a phone
interview. Additionally, because of the unnecessary risk in asking sensitive information of
minors and the time frame considerations of an extended IRB review, minors were excluded
from the study. Ultimately, there was limited impact on the study as the youngest member of the
study was 18, but this did present a challenge early in the study.
Researcher bias was also a limitation of the study as the researcher was connected to the
department in which the program was housed. The researcher served as the director in the
department and held a viewpoint that the CRP at MSU was beneficial to students in recovery.
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Additionally, the alumni members may have felt more comfortable with the researcher as they
were no longer involved in the program. While effort was made to decrease any potential bias,
the researcher’s connection to the study location and the participants is still a noted limitation of
the study.
The number of participants in the geographic location of the study, along with the
students included in the sample presented a limitation to the study. Five families came from two
southeastern states. Prior to recruitment in April of 2018, there were approximately eight current
students in the MSU CRP and approximately 14 alumni. Therefore, qualitative methods were
utilized in consideration of the small number of people eligible to participate. Alumni members
of the recovery program were also included in the study to provide additional perspectives of
recovery. Those who participated in the study had longer periods of sobriety than the average
CRP member at MSU. Therefore, the results of this study may not be transferable to the CRP
population at MSU at the time of the study. While the sample is representative of the age of the
current CRP membership at MSU, the duration of sobriety time is not representative based on the
average years of sobriety for students, at the time the study was conducted. Students who are
members of the CRP program vary from those who may be in a recovery program and are not
members of a CRP. Therefore, the results of this study are comparable to students in longer-term
recovery and not those with less recovery time nor those who are not involved in a CRP
program. Finally, the southeast represents a specific perspective and culture that may not be
generalizable to other geographic areas. Therefore, the findings of this study are unique to the
families interviewed and not generalizable to a wider population of families in the southeastern
portion of the U.S. or any other geographic area or event the 2018 sample of students involved in
the MSU CRP.
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From each family case, there was a limited number of people who were identified to
participate in the study. Several members were not included for various reasons described by the
CSR, such as job limitations and unwillingness to participate. The CSR made the decision of
whom to first identify, and then family members had the option to decline participation in the
study. The selection was made by personal preference, and thus some relationship viewpoints
were not expressed. One of the cases does include every immediate family member of the family
of origin. Selection of family members was a personal preference by the CSR; thus, it is a
limitation to this study, as the entire picture of immediate family members could not be described
in full detail.
Families interviewed in this study were at various lengths of time in their recovery
process. The context of the study and the nature of recovery suggest that recovery is a process.
The families were interviewed at a particular point in their own recovery process. Therefore,
what they might say today may have been different from what was recorded in this study. All
families and situations are different; therefore, the generalizability of the study findings is
limited. To an extent, the aim of this study is to provide other families with information gathered
from the experiences of these families as to how they navigated or viewed the recovery process.
While the recovery process may look and be experienced differently, families are in a similar
journey towards a healthier place. Thus, families who are going through a recovery process may
find some similarities in their own story and the stories of the five families who shared openly as
part of the current study.
Just prior to their interviews, two family members declined to be audio recorded. To
include their viewpoint, case notes were recorded throughout the interview. Immediately
following the interview, the case notes were read aloud to provide an opportunity for the two
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participants to correct any discrepancies. While this variability of the data collection methods
limits the rigor of the collection, it does not ultimately discount the quality of information
included in each case.
Practical Implications
The findings of the current study may provide practical implications for collegiate
recovery programming. Specifically, this study suggests families of CSRs should be included in
some capacity of programming related to a CRP. From this study, family members who attended
family weekends or sober tailgates indicated it was helpful to them. Parents of CSRs noted the
seminars targeted towards them were particularly helpful. Thus, recovery programs have an
opportunity to connect CSRs and family members to resources in whatever capacity fits their
unique recovery process.
The current study indicates there is an opportunity for family members to be educated by
a CRP. CSRs indicated that a hinderance to their recovery was family members who did not
understand addiction and recovery. As recovery programs host family weekends or family
programming, this can be an avenue of education to mend a gap between the lack of
understanding and competency of the subject matter. Truly, family members appeared to
genuinely care and want to support their family member, but the lack of understanding cannot be
mended without a channel. Given that family weekends only occur once a year, there may be
additional ways that CRPs could expand resources and supports to CRP families. For instance,
the CRP could enhance family connections such as sending educational newsletters that address
specific aspects of addiction and recovery, hosting conference calls to connect family members
with others who are or have experienced similar issues, or sending emails regarding
programmatic activities involving students. Other ideas could include a website or blog that
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encourages family members to ask questions or hosting webinars and other types of activities to
increase awareness. Electronic communication may be particularly helpful for those families
who are not geographically close enough to attend regular face-to-face initiatives like sober
tailgates or family weekends. Connecting families to one another and creating mechanisms for
increased educational opportunities is warranted. Thus, recovery programs can provide this
channel to improve understanding of addiction and recovery, thus supporting families in
recovery and both directly and indirectly supporting a CSR’s recovery process.
Implications for Future Research
Due to having limited research on the topic of families and recovery, particularly
involving CRPs, there is much potential for research in this area. There is potential to extend the
current study to involve other initiatives of the CRP and to replicate the current study in other
geographical areas of the country and other recovery programs that have the potential to involve
family members. For example, future research could take the current study and look at families
in recovery from eating disorders or families who struggle with overeating and apply similar
qualitative measures to better understand these other phenomena. Other CRP programs across
the country could replicate this study to further explore the role of the family in connection to
their specific CRP.
Finally, there is potential for either a longitudinal study or a retrospective study to review
recovery and the long-term impacts on the family system, particularly, how recovering
individuals and their parents navigate the college experience and later life experiences in the
context of family and recovery. It would be interesting to review how having a child in recovery
affects the parental marriage through time and how various family members navigate the
recovery process through time. There is also potential to follow incoming CRP students and their
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families through their college experience to graduation. In summary, while there is very limited
information currently available in the research around families and recovery involvement with
CRPs, there is much opportunity.
Conclusion
Through a multiple-case study design (Yin, 2014), this study described the perspectives
of individuals involved in a CRP and their corresponding family members. The descriptive study
reviewed what family behavior might detract from or contribute to the recovery of the individual
and the individual’s family. By using a systems perspective, families were interviewed, and the
data analyzed through thematic analysis (Braun & Clarke, 2006). Thus, rich information was
found to answer four research questions.
This study contributes to the research literature on collegiate recovery programs and
family support in recovery. Both the family and the CSR have a role in the recovery process. By
interviewing the CSR and her/his family members, this study included multiple perspectives
about recovery in the family, as called for by Aldersey and Whitley (2015). The current study
also adds to the body of knowledge about CRPs by adding to the very limited body of knowledge
of how CRPs can support families as well as the college student in recovery. This study showed
that family members often lacked an understanding of the recovery process, which hindered the
CSRs recovery. In response, CRPs should connect and educate families to equip them to better
support their family member who is in recovery. This knowledge will assist in a better
understanding of a college student’s recovery and provide knowledge from shared experiences
regarding family, their members, and the recovery process.
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While the addiction and recovery process is hard, the recovery process has had positive
impacts on the participants’ lives. While there may be stigma surrounding addiction and
recovery, families ultimately found positive benefits from going through the hard and enduring
process of recovery. This process arguably made them all better people for it. Thus, allow these
five cases and the permission granted in telling of their stories provide freedom for other families
to step forward, access the help they need, and heal their own family system through time and a
process unique to their choosing.
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COLLEGE STUDENT/ ALUMNI IN RECOVERY INTAKE FORM AND
INTERVIEW GUIDE
College Student in Recovery Interview Guide
First Name: ___________________________ Last Name: ____________________________
A. Pre-screener questions (mailed prior to the survey):
1. What is your age in years? ____________________
2. What is your date of birth including the year? ______________________________
3. What is your birth order (oldest, youngest, 3rd born, etc.)? ______________________
4. What is your gender? _________________
5. Approximately, how many months or years of recovery/abstinence do you have?
_____________________
6. What is your sobriety birthday? _______________
7. Who do you consider members of your immediate family? Please list their name and
relationship to you. Please use the other side for additional family members:

1. Name:

Relationship to you:

Do you feel comfortable with this person being interviewed as part of the study? If
yes, please list their phone number:
If no, please describe the reason:

2. Name:

Relationship to you:

Do you feel comfortable with this person being interviewed as part of the study? If
yes, please list their phone number:
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If no, please describe the reason:

3. Name:

Relationship to you:

Do you feel comfortable with this person being interviewed as part of the study? If
yes, please list their phone number:
If no, please describe the reason:

4. Name:

Relationship to you:

Do you feel comfortable with this person being interviewed as part of the study? If
yes, please list their phone number:
If no, please describe the reason:

5. Name:

Relationship to you:

Do you feel comfortable with this person being interviewed as part of the study? If
yes, please list their phone number:
If no, please describe the reason:

8. Those identified as being under the age of 18 will not be included in the current
study. Of those listed in question 7, are any of them under the age of 18? If so, please
list their name(s): ________________________________________
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9. Please indicate which of the following racial or ethnic categories best represent you.
☐ African American or Black
☐ Caucasian or White
☐ Hispanic or Latino
☐ Native American or American Indian
☐ Biracial ___________________________________
☐ Other ___________________________________
10. Please provide your email address:
__________________________________________
11. Would you be interested in reading through your interview script, and offering any
feedback for the accuracy of the information recorded?
12. Would you like to receive an electronic copy of a summary of the findings of the
study? _____________________
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Interview Guide
Thank you for taking the time to complete this interview. Your time and feedback is greatly
appreciated. I would like to start by asking you about your family, then move into questions
regarding your family roles and behaviors, and then give you an opportunity to share anything I
may not have asked that you feel would be important to other families in a similar situation.
Your participation is completely voluntary, and you do not need to answer any questions that you
feel uncomfortable answering.
B. Introduction questions:
1. First, let’s start by you telling me a little about your family, what was it like growing
up in your family?
2. Do you have a favorite family memory?
3. What does recovery mean to your family?
4. Please describe any family history of addiction in your family.
C. Research Question 1: What is the role of the family in the recovery process for an
emerging adult/college student in recovery?
1. Is there a particular event or situation that led you to begin the recovery process?
2. Please describe the role of your family in your addiction.
3. Please describe the role of your family in your recovery.
4. Please describe anything that contributed to your recovery that is outside of your
family.
D. Research Question 2: In what ways does family help and/or hinder an emerging
adult’s recovery?
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1. Describe a situation or experience where you felt your family members supported
your sobriety/recovery.
a. Which of those things that you discussed have been most important in
contributing to your recovery?
2. Describe a situation or experience where you felt your family members did not
support your sobriety/recovery.
a. Which of those things that you discussed have been the most harmful/hurtful
to your sobriety/recovery?
3. What do you wish your family would do to better support your recovery process?
E. Research Question 3: In what ways does the emerging adult in recovery influence
the family in the recovery process?
1. How do you perceive that your family has been affected by your recovery?
2. In what ways has your family changed since you entered recovery?
F. Research Question 4: In what ways can a collegiate recovery program support a
family in recovery?
1. Please describe how the collegiate recovery program can help your family?
2. What parts of the CRC family weekend have been beneficial to you and your family?
3. Are there any changes you would make to the family weekend so it can be more
beneficial to you and your family?
G. Closing questions
1. Do you have any other comments to share regarding your experiences with recovery
that you feel is important that others should know?
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2. Is there anything we have not discussed that you feel would be helpful to other family
members who may have struggled with similar issues?

That is all of the questions in the interview. Thank you very much for taking the time to speak
with me today. My email address is lbp77@msstate.edu if you find there is anything else you
would like to add to this interview. Thank you again.
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PARENT INTAKE FORM AND INTERVIEW GUIDE
Parent Interview Guide
First Name: ___________________________ Last Name: ____________________________
A. Pre-screener questions (mailed prior to the survey):
1. What is your age in years? ____________
2. What is your date of birth including the year? ____________
3. What is your birth order (oldest, youngest, 3rd born, etc.)?
4. What is your gender? ____________
5. What is your (son/daughter’s) sobriety birthday? _______________
6. Please indicate which of the following racial or ethnic categories best represent you.
☐ African American or Black
☐ Caucasian or White
☐ Hispanic or Latino
☐ Native American or American Indian
☐ Biracial ___________________________________
☐ Other ___________________________________
7. What is your approximate family income? ________________________
8. Please provide your email address:
__________________________________________
9. Would you be interested in reading through your interview script, and offering any
feedback for the accuracy of the information recorded? ___________
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10. Would you like to receive an electronic copy of a summary of the findings of the
study? _____________________
Interview Guide
Thank you for taking the time to complete this interview. Your time and feedback is greatly
appreciated. I would like to start by asking you about your family, then move into questions
regarding your family roles and behaviors, and then give you an opportunity to share anything I
may not have asked that you feel would be important to other families in a similar situation.
Your participation is completely voluntary, and you do not need to answer any questions that you
feel uncomfortable answering.
B. Introduction questions:
1. First, let's start by you telling me a little about your family, what was it like raising
your child(ren)?
2. Do you have a favorite family memory?
3. What does recovery mean to your family?
4. Please describe any family history of addiction in your family.
C. Research Question 1: What is the role of the family in the recovery process for an
emerging adult/college student in recovery?
1. Is there a particular event or situation that led your family member to begin the
recovery process?
2. Please describe the role of your family in your son/daughter’s addiction.
3. Please describe the role of your family in your son/daughter’s recovery.
4. Please describe anything that contributed to your son/daughter’s recovery that is
outside of your family.
191

D. Research Question 2: In what ways does family help and/or hinder an emerging
adult’s recovery?
1. Describe a situation or experience where you felt your family members supported
your son/daughter's sobriety/recovery.
a. Which of those things that you discussed have been most important in
contributing to your son/daughter's recovery?
2. Describe a situation or experience where you felt your family members did not
support your son/daughter's sobriety/recovery.
a. Which of those things that you discussed have been the most harmful/hurtful
to your son/daughter's sobriety/recovery?
3. What do you wish your family would do to better support your son/daughter's
recovery process?
E. Research Question 3: In what ways does the emerging adult in recovery influence
the family in the recovery process?
1. How have you been affected by your son/daughter's recovery?
2. In what ways has your family changed since your son/daughter entered recovery?
F. Research Question 4: In what ways can a collegiate recovery program support a
family in recovery?
1. Please describe how the collegiate recovery program can help your family?
2. What parts of the CRC family weekend have been beneficial to you and your family?
3. Are there any changes you would make to the family weekend so it can be more
beneficial to you and your family?
G. Closing questions
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1. Do you have any other comments to share regarding your experiences with recovery
that you feel is important that others should know?
2. Is there anything we have not discussed that you feel would be helpful to other family
members who may have struggled with similar issues?

That is all of the questions in the interview. Thank you very much for taking the time to speak
with me today. My email address is lbp77@msstate.edu if you find there is anything else you
would like to add to this interview. Thank you again.
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SIBLING OR OTHER FAMILY MEMBER INTAKE FORM AND INTERVIEW GUIDE
Sibling Interview Guide
First Name: ___________________________ Last Name: ____________________________
A. Pre-screener questions (mailed prior to the survey):
1. What is your age in years? ____________
2. What is your date of birth including the year? ____________
3. What is your birth order (oldest, youngest, 3rd born, etc.)?
4. What is your gender? ____________
5. What is your (brother/sister’s) sobriety birthday? _______________
6. Please indicate which of the following racial or ethnic categories best represent you.
☐ African American or Black
☐ Caucasian or White
☐ Hispanic or Latino
☐ Native American or American Indian
☐ Biracial ___________________________________
☐ Other ___________________________________
7. Email address: ______________________________
8. Thank you for participating in the interview. Would you be interested in reading
through this interview in the future, and offering any feedback for the accuracy of the
information recorded? __________________________________________
9. Would you like to receive an electronic copy of a summary of the findings of the
study? _____________________
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Interview Guide
Thank you for taking the time to complete this interview. Your time and feedback is greatly
appreciated. I would like to start by asking you about your family, then move into questions
regarding your family roles and behaviors, and then give you an opportunity to share anything I
may not have asked that you feel would be important to other families in a similar situation.
Your participation is completely voluntary, and you do not need to answer any questions that you
feel uncomfortable answering.
B. Introduction questions:
1. First, let’s start by you telling me a little about your family, what was it like growing
up in your family?
2. Do you have a favorite family memory?
3. What does recovery mean to your family?
4. Please describe any family history of addiction in your family.
C. Research Question 1: What is the role of the family in the recovery process for an
emerging adult/college student in recovery?
1. Is there a particular event or situation that led your family member to begin the
recovery process?
2. Please describe the role of your family in your brother/sister's addiction.
3. Please describe the role of your family in your brother/sister’s recovery.
4. Please describe anything that contributed to your brother/sister's recovery that is
outside of your family.
D. Research Question 2: In what ways does family help and/or hinder an emerging
adult’s recovery?
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1. Describe a situation or experience where you felt your family members supported
your brother/sister's sobriety/recovery.
a. Which of those things that you discussed have been most important in
contributing to your brother/sister's recovery?
2. Describe a situation or experience where you felt your family members did not
support your brother/sister's sobriety/recovery.
a. Which of those things that you discussed have been the most harmful/hurtful
to your sobriety/recovery?
3. Which of those things that you discussed have been the most harmful/hurtful to your
brother/sister's sobriety/recovery?
E. Research Question 3: In what ways does the emerging adult in recovery influence
the family in the recovery process?
1. How have you been affected by your brother/sister's recovery?
2. In what ways has your family changed since your brother/sister entered recovery?
F. Research Question 4: In what ways can a collegiate recovery program support a
family in recovery?
1. Please describe how the collegiate recovery program can help your family?
2. What parts of the CRC family weekend have been beneficial to you and your family?
3. Are there any changes you would make to the family weekend so it can be more
beneficial to you and your family?
G. Closing questions
1. Do you have any other comments to share regarding your experiences with recovery
that you feel is important that others should know?
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2. Is there anything we have not discussed that you feel would be helpful to other family
members who may have struggled with similar issues?

That is all of the questions in the interview. Thank you very much for taking the time to speak
with me today. My email address is lbp77@msstate.edu if you find there is anything else you
would like to add to this interview. Thank you again.
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MAPPED QUESTIONS

Introduction
questions

Research Question
1: What is the role
of the family in the
recovery process
for an emerging
adult/college
student in
recovery?

Research Question
2: In what ways
does family help
and/or hinder an
emerging adult’s
recovery?

College Student
1. First, let’s start by
you telling me a little
about your family,
what was it like
growing up in your
family?
2. Do you have a
favorite family
memory?
1. What does recovery
mean to you and your
family?

Parent
1. First, let's start by
you telling me a little
about your family,
what was it like
raising your
child(ren)?
2. Do you have a
favorite family
memory?
1. What does recovery
mean to you and your
family?

2. How did you get
into recovery?

2. How did your
family member enter
recovery?
3. Please describe the
role of your family in
your son/daughter's
addiction and
recovery.

Sibling
1. First, let’s start by
you telling me a
little about your
family, what was it
like growing up in
your family?
2. Do you have a
favorite family
memory?
1. What does
recovery mean to
you and your
family?

2. How did your
family member
enter recovery?
3. Please describe the
3. Please describe
role of your family in
the role of your
your addiction and
family in your
recovery.
brother/sister's
addiction and
recovery.
4. Please describe
4. Please describe
4. Please describe
anything that
anything that
anything that
contributed to your
contributed to your
contributed to your
recovery that is
son/daughter's
brother/sister's
outside of your
recovery that is
recovery that is
family.
outside of your
outside of your
family.
family.
1. Describe a situation 1. Describe a situation 1. Describe a
or experience where
or experience where
situation or
you felt your family
you felt your family
experience where
members supported
members supported
you felt your family
your
your son/daughter's
members supported
sobriety/recovery.
sobriety/recovery.
your brother/sister's
sobriety/recovery.
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a. Which of those
things that you
discussed have been
most important in
contributing to your
recovery?

a. Which of those
things that you
discussed have been
most important in
contributing to your
son/daughter's
recovery?
2. Describe a situation 2. Describe a situation
or experience where
or experience where
you felt your family
you felt your family
members did not
members did not
support your
support your
sobriety/recovery.
son/daughter's
sobriety/recovery.
a. Which of those
things that you
discussed have been
the most
harmful/hurtful to
your
sobriety/recovery?
3. What do you wish
your family would do
to better support your
recovery process?
Research Question
3: In what ways
does the emerging
adult in recovery
influence the
family in the
recovery process?

1. How do you
perceive that your
family has been
affected by your
addiction and
recovery?
2. In what ways has
your family changed
since you entered
recovery?

Research Question
4: In what ways
can a collegiate
recovery program
support a family in
recovery?

1. Will you relay a
recommendation or
suggestion for how a
collegiate recovery
program can help you
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a. Which of those
things that you
discussed have been
most important in
contributing to your
brother/sister's
recovery?
2. Describe a
situation or
experience where
you felt your family
members did not
support your
brother/sister's
sobriety/recovery.
a. Which of those
a. Which of those
things that you
things that you
discussed have been
discussed have been
the most
the most
harmful/hurtful to
harmful/hurtful to
your son/daughter's
your brother/sister's
sobriety/recovery?
sobriety/recovery?
3. What do you wish
3. What do you wish
your family would do your family would
to better support your do to better support
son/daughter's
your brother/sister's
recovery process?
recovery process?
1. How have you been 1. How have you
affected by your
been affected by
son/daughter's
your brother/sister's
addiction and
addiction and
recovery?
recovery?
2. In what ways has
your family changed
since your
son/daughter entered
recovery?
1. Will you relay a
recommendation or
suggestion for how a
collegiate recovery
program can help you

2. In what ways has
your family changed
since your
brother/sister
entered recovery?
1. Will you relay a
recommendation or
suggestion for how
a collegiate recovery
program can help

Closing Questions

and your family
relationships?

and your family
relationships?

2. What parts of the
CRC family weekend
have been beneficial
to you and your
family?
3. Are there any
changes you would
make to the family
weekend so it can be
more beneficial to
you and your family?

2. What parts of the
CRC family weekend
have been beneficial
to you and your
family?
3. Are there any
changes you would
make to the family
weekend so it can be
more beneficial to
you and your family?

you and your family
relationships?

2. What parts of the
CRC family
weekend have been
beneficial to you
and your family?
3. Are there any
changes you would
make to the family
weekend so it can be
more beneficial to
you and your
family?
1. Do you have any
1. Do you have any
1. Do you have any
other comments to
other comments to
other comments to
share regarding your
share regarding your
share regarding your
experiences with
experiences with
experiences with
addiction and
addiction and
addiction and
recovery that you feel recovery that you feel recovery that you
is important that
is important that
feel is important that
others should know?
others should know?
others should know?
2. Is there anything
2. Is there anything
2. Is there anything
we have not discussed we have not discussed we have not
that you feel would be that you feel would be discussed that you
helpful to other
helpful to other
feel would be
family members who family members who helpful to other
may have struggled
may have struggled
family members
with similar issues?
with similar issues?
who may have
struggled with
similar issues?
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CASE STUDY PROTOCOL
Case study protocol increases the reliability of the study (Yin, 2014). Thus, the following
information will be included in the case study protocol: Overview of the case study, data
collection procedures, data collection questions, and a guide for the case study report. The case
study protocol will be used to guide the study, inform others of the study, and is essential for
multi-case study design (Yin, 2014, p. 84).
A. Overview of the case study
1. The primary purpose of this exploratory study is to better understand
addiction and recovery in families. Specifically, how does the interaction
between individuals in recovery and their families help or hinder long-term
recovery patterns. The scientific inquiry to be used in the current study is case
study research (Yin, 2014).
2. Four research questions will be answered in the process. First, what is the role
of the family in the recovery process for an emerging adult/college student in
recovery? Second, in what ways does family help and/or hinder an emerging
adult’s recovery? Third, in what ways does the emerging adult in recovery
influence the family in the recovery process? Fourth, in what ways can a
collegiate recovery program support a family in recovery? This knowledge
will assist in a better understanding of emerging adult’s recovery and provide
knowledge from shared experiences regarding family, their members, and the
recovery process.
3. The theory selected to guide the case-study is General Systems Theory/Family
Systems Theory. This theory operates from the premise, “That the system is
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greater than the sum of its parts” (Anderson & Sabatelli, 2011, p. 8). A family
can be defined in a number of different ways, but the family is often described
through both the structure and roles of the members. Anderson and Sabatelli
(2011) list three pieces of information that is critical in describing the family.
Families, “(1) Have a shared sense of history; (2) experience some degree of
emotional bonding; and (3) devise strategies for meeting the needs of
individual family members and the group as a whole” (p. 6). Therefore,
systems theory is a plausible foundation for the current research as the family
unit can be viewed as a system (Anderson & Sabatelli, 2011), and by looking
at the functioning of the system, a better understanding of recovery can
become evident.
4. The case study protocol will be used to guide the study, inform others of the
study, and is essential for multi-case study design (Yin, 2014, p. 84).
B. Data Collection Procedures
1. Contact information for the person conducting the field work is Leah Pylate,
lbp77@msstate.edu.
2. The qualitative interviewing technique to be utilized for the current study is a
combination of standardized open-ended interview style and the general
interview guide (Patton, 2002). These two techniques are merged to ensure a
common approach is utilized, but also freedom to gather information
contributing to the phenomenon of recovery in families. The structured
portion of the interview will aid in achieving a uniformed set of questions and
answers from each participant. This technique will aid in the development of
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the logic model for cross-case analysis. The general interview guide approach
allows for flexibility of information achieved, thus it is also selected to be part
of the combination approach so that as new information emerges it can add to
the relevancy of the study. The types of questions to be asked during the
interview will involve family experience, family behaviors, individual
behaviors, and demographic questions. These questions are suggested by
Patton (2009) to achieve better clarity of the interview process.
3. Prior to the interviews, the expected preparation will be to achieve IRB
approval from the MSU IRB. Additionally, communication between the CRC
Coordinator and other staff members of the Health Promotion and Wellness
office may be needed. Additionally, the screening of participants and
confirmation of interest of CRC students and alumni will need to be managed.
C. Data Collection Questions
1. See instruments for the college student in recovery, the parent(s) of the
college student in recovery, and the sibling(s) of the college student in
recovery
D. Guide for the Case Study Report
1. Seven audiences have been selected for receiving information related to the
study including the dissertation committee, participants of the study, the MSU
CRC, professionals in the field of recovery, scientific journals, administrators
in the Division of Student Affairs at MSU, and family and friends of the
researcher.
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EMAIL INVITATION TEMPLATE

Thank you for agreeing to participate in the family study.
The purpose of this research is to better understand addiction and recovery of emerging adults
attending college within the context of their families. Specifically, how does the interaction
between the college student in recovery and their families help or hinder long-term recovery
patterns. I am interviewing current CRC members and alumni CRC members.
The time commitment to be involved is about 15 minutes for the consent form and pre-screener
(both attached), and about 1 hour for a face-to-face or telephone interview. If possible, I would
like to set up a face-to-face interview when you are in town, and then follow-up with any
identified family members you are comfortable with me calling later.
If you will let me know what time might work be best for you for an interview while you are
here, that would be great. You can complete the consent and pre-screener and bring it with you
to the interview or I can provide you a copy of the forms just prior to the interview.
Thank you for taking the time to contribute to this research. If you need to contact me
immediately, my cell number is 662-769-6233.
Leah
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EMAIL UPDATE TEMPLATE FOR PROGRESS OF THE STUDY

Thanks for agreeing to be part of the family study.
I wanted to reach out to you to give you an update on the progress.
All of the interviews have concluded, and I am working on transcriptions now. I will be sending
those out in the next couple of weeks.
Anyway, I wanted to give you this update.
Have a good rest of your week.
Thanks,
Leah
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CODEBOOK
RQ1: What is the role of the family in the recovery process for a college student in
recovery?
Code
Definition
Examples/Note
1.1 Recovery process

A process of time, sequence,
or steps of recovery.
From the moment a person
began a journey of recovery
(not necessarily the sobriety
birthday), either by family
member intervention, or a
moment of clarity, confusion,
or desire to change by the
college student in recovery.

1.2 Steps

In recovery, individuals may
take a 12 step approach to
recovery; known as steps,
working the steps, or step
study
A sequential process that took Treatment, meeting
place in the recovery process; attendance, have sponsor,
logical sequence in steps or
have a sponsee
process
“Lifelong journey process.”

1.3 Sequence of events

“I think what really started
for him was after his second
entry into rehab”
“And that was like my
surrender moment, because
something came over me and
I was like. You have to do
this. This is something that
you have to do. And. I think
now that was my higher
power.”
“I work the twelve steps.”
“She goes to those meetings”

1.4 Issue

Issues happened that caused a
person to make a change.

“She got caught. She got in
trouble.”
“was accused of stealing”

1.5 And you know like I
wasn’t meant to be this
way…

Internal feelings of the person
pre-recovery; feelings of
intensity that promoted an
issue within them; a
disconnection between their
thought of how things should
be versus their reality.
Addicted individuals want a
change but cannot find the
means to change alone.

“So I know she wanted to get
clean she just didn't know
how.”
“And you know like I wasn't
meant to be this way is what I
like told myself all the time.”

1.6 Trying to change
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“I knew that something was
wrong with me deep inside
and I needed to figure out
what it was before I killed
myself.”

1.7 Moment of clarity
1.8 Entered a new way of
life
1.9 Time

1.10 Recovery is medicine

1.11 Role

1.12 Recovery pathway

1.13 Role of recovery
supports (people) outside of
the family

1.14 Stigma

1.15 Boundaries

CSR had a moment of clarity;
a feeling; a time of reflection;
a desire to be clean
There was a moment in time
when the individual entered
recovery and found a new
way of life.
A specific amount of time or
an amount of time discussed
in the process of one’s
recovery, moving from the
past to the future, or the time
in between a specific
addictive behavior to a new
behavior of recovery-centered
processes.
The recovery process,
including working a recovery
program, can be viewed as
medicine for individuals in
recovery.
A specific part a family
member plays in the CSR’s
life; a role can be viewed as
expectations.
There can be multiple
pathways to recovery such as
treatment.
What outside of the family
roles were felt during the
recovery process? Family
members can play different
parts in the recovery process.
Outside of the family, people
can play a role in the
recovery process.
Addiction may not be well
received in culture; perceived
in a particular way as a result
of addiction in the family.
Nature of where a system
ends and the environment
ends.
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“I made the choice. I
surrendered finally.”
“helped her do what she
would like to do in life”
“he started the recovery
process again”
Time from the point of
entrance into recovery to the
current time
“Working on being a better
person than you were. The
day before.”

“For me it’s like my dose of
medicine, you know that I
need.”
“tried to be supportive”
“was there”
“I mean he was put into a
corner and he had to admit
that he had a problem and
needed to go to treatment.”
Example: AA, NA, CRP, etc.
“sponsor”

“There’s still like a stigma.”
A barrier to reaching out:
“Embarrassment or your
ego.”
“Obviously like we can't
control if he stays sober or
not.”

1.16 Navigating health care
system – addiction
treatment
1.17 Tips
1.18 Addiction can happen
to anyone
1.19 You are not alone
1.20 Demographics –
Upbringing

1.21 Recovery definition
1.22 Self Direction

1.23 Pass it on

1.24 Prayer – spiritual
connection

Families can have an open or
closed boundary to the
environment or can be open
or closed among family
members.
Families navigated treatment
centers and addiction
treatment. Particular mention
of a treatment center.
Comments or other
experiences that are shared
that others should know.
Addiction can happen to
anyone regardless of their
race or their class.
Family members are not
alone and do not have to be
alone. The CSR is not alone.
Collection of demographics
relatable to the case;
specifically, upbringing and
background of CSR and
family members
The definition of recovery, as
stated by the family members
and CSRs.
“Recovery is a process that
must be directed by the
individual, who defines his or
her own goals and designs a
unique path toward those
goals.” National Council for
Behavioral Health, 2015
Members of the family
wanted to give back to others.
Thus, they invested time and
offered themselves as a
resource/support for other
families and family members
who may be going through a
similar situation.
Members of the family
prayed or made spiritual
connections to support a
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“Like his recovery it's like a
private thing”

“went for visits to be with
her”
“I did 30 days primary maybe
it was 45”
“Educate yourself.”
“I just don't. I don't know
why. I don't drink.”
“he knows she's not going it
alone by any means”
“I have like a great family.
It’s like your typical like
upper middle class.”
“time when that person is
able/get okay from their
addiction”
“But I keep going back to the
words of other people have
told us. Each person has their
own free will to choose.”

“I had just like a good friend
of mine that her brother was
having some problems. So
like I gave her my number.”

“We prayed we prayed a
ton.”

family member or to recovery
in their way.

RQ2: In what ways does family help or hinder a college student’s recovery?
Code
2.1 Helping behavior

2.2 Meeting attendance –
emerging adult/ college
student support
2.3 Meeting attendance
emerging adult attends on
their own
2.4 Meeting attendance –
family member, personal
benefit
2.5 Reach out

2.6 Hindering behavior

2.7 Family history
2.8 General family history
2.9 Family memories-time
together
2.10 Boundary creation FM

Definition
A perceived supportive
behavior by a family member
or emerging adult/college
student in recovery.
A family member attends
meetings with the college
student in recovery; a family
member takes a CSR to a
meeting by driving them.
A college student in recovery
attends a meeting on their
own either supported or not
supported by a family
member.
Family member attends
meetings for their benefit.

Examples/Note
“I know that we are available
to her in whatever capacity
she needs that we can do.”
“I would go with him to the
meetings where he would get
his birthday chips”
“NA I believe. She goes to
those meetings”

“my husband and I have
started a PAL group”

A family member reached out “The best thing you can do is
to others for help.
like reach out to someone and
talk to someone who has been
there…”
Perception of non-support by “My dad got to the point
a family member or college
where didn't think she needed
student in recovery
to be hanging out with the
AA people”
A family history of addiction. “my father's alcoholism”
As Cook (2007) reviewed
generational transmission.
General family history of the “We had moved there away
family that is not necessarily from our family”
directly related to addiction.
Any memories of family time “We do things when we see
or doing things together.
each other”
A family member tried to
“I quit giving her money”
create a boundary in the
family.
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2.11 Family System
Improvements

When the family
acknowledged opportunities
for improvement or support.

2.12 Effects of recovery on
the family system

There can be positive effects
on the family, going through
a recovery process from
addiction to alcohol or
another drug.
In the mix of emotions of the
family system, one member
of the system may have fears.
There is nothing more the
family could do to support the
college student in recovery,
based on the opinion of the
family member.
CSR or family members
exhibited a positive mindset
or positive behavior to keep
going in spite of diversity.

2.13 Fear
2.14 Nothing more to
support

2.15 Resilience

Father suggested daughter
could have more
understanding of brother or
that his daughter could attend
meetings like Alateen.
“I wish my family would
come together.”
“I think we have a stronger
family.”

“Always on our mind”
“can’t think of situation
where we didn’t support”

“I've just been amazed at her
strength and resilience”

RQ3: How does the college student in recovery influence the family in the recovery
process?
Code
3.1 Emotional influence

Definition
A recovering college student
in recovery impacted the
family members through
continued recovery. The CSR
also impacted the family
emotionally before beginning
recovery.

Examples/Notes
A family member may
express what their family
member means to them.
Example: “Taught me.”
“I learned from them.”
“They inspire me.”
“Don’t think he knows how
hard it was on us.”

3.2 Learning

Due to the situation, a family
member learned about
addiction and recovery, firsthand through personal
experience or education from
a treatment center

“Addiction is real.”
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3.3 Sibling subsystem

A brother or sister
relationship.

3.4 Parent-child subsystem

The subsystem of the parentchild relationships.
The subsystem of the couple.

3.5 Couple subsystem

3.6 Family subsystem

The subsystem of any family
member relationship.

3.7 Return to behavior

College students in recovery
returned to the behavior of
addiction.
The CSR helped the family in
a recovery process.

3.8 CSR-AR help the rest of
the family
3.9 Deception

Deception of a family
member through words,
actions, perceptions, or other
behaviors.
3.10 Physical appearance
The physical appearance of
the CSR was noticed by the
CSR or by a family member.
3.11 Hard to ask for help
CSR had difficulty asking for
help.
3.12 Lack of understanding CSR believed someone in the
of family member, friend, or family (sister, mother, so
another person
forth.) did or does not
understand recovery. CSR
believed someone else, not a
family member, did or does
not understand recovery or
addiction.

“Everything was good until
our parents had some
financial crisis happen”
“Your child is always your
child”
“In the meantime, we had
our own feelings and
emotions and depression to
deal with. As a husband and
wife. And as a couple.
Individually and together.”
“favorite grandchild”
“And then the reaction from
my parents and sister”
“Relapse”
“I think she fell off the
wagon”
“if they help (the) one trying
to recovery, it helps the rest
of the family, we recovery
with her”
“I think my aunt stole”

“real thin”
“So hard for him to like ask
for help.”
“She doesn’t understand it.”
“They don't truly understand
alcoholism sometimes, and I
think it's cool for people that
don't understand it when they
start getting to know me
they're really inquisitive, and
it's cool because I can be an
advocate for addiction.”

RQ4: In what ways can a collegiate recovery program support a college student and their
family in recovery?
Code

Definition

Examples/Note
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4.1 Recovery Support

4.2 Staff support
4.3 Permanent gathering
location
4.4 Peer Support

4.5 Sober Tailgate

4.6 Fun in recovery
4.7 Retreat
4.8 Family Support
4.9 Education

4.10 Fellowship

4.11 Not have to
worry/peace of mind
4.12 College experience
without CRC
4.13 Improvements to
family weekend
4.14 Well my family didn’t
come

A CRP provides various
supports for emerging
adults/college students in
recovery.
A CRP has staff members to
support the CSR.
A specific place on campus
dedicated to the gathering of
recovering students.
A CRP provides the
opportunity for a community
of like-minded people.

A tailgate was provided to
people, and the tailgate was
free from alcohol or other
drugs.
Fun times in recovery without
alcohol or other drugs.
Trips for recovery-centered
purposes.
The family was supported
through the CRP.
The CRP provided education
for college students in
recovery and the family
members.
Meeting other family
members or other parents
who have a loved one or a
child in recovery.
Because of the CRP, parents
do not have to worry that
their emerging adult is in
college.
Alcohol or other drugs are
part of a college campus.
As family weekend occurred,
there were opportunities for
improvements to be made
A family member did not
attend a family weekend.
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“Meeting other families.”

Mention of staff members
“somewhere to go”
Students of the program can
meet other students in
recovery through the CRP
“have other people that share
the same issue”
“doing the tailgate thing was
good, because we met
people”
“we couldn't really relax and
enjoy ourselves”
“gone on like retreats like
trips”
“I think it already has helped
my family”
Family weekend educational
sessions
“seminars with them”
“There were some other
parents there”
“Gave my family a sense of
relief”
“There are all kinds of
experiences when you go off
to school”
“if there's a newsletter”
“We didn’t attend it”

4.15 Unique goals of a
college student
4.16 Another family
4.17 Prevention

4.18 Ruin whole life – DUI

College students have unique
goals and perspectives than
other emerging adults their
age.
The CRP provided students
with a social environment of
peers that emulated a family
The CRP could help with
prevention. The CRP assisted
with preventative measures to
make a change for future
college students who have
addictive behaviors.
The consequences of
decisions made by addictive
behaviors can be destructive
to one’s life.
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“You know I just think it puts
her in likeminded people”
“It just gave her another
family.”
“I hope it really tries to find
those kids before it becomes a
problem.”

“He can ruin his whole life.”
“A DUI. A felony. You’re
screwed.”
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TRANSCRIPT REVIEW TEMPLATE

Attached is the transcription for your review. If you have any comments, just send them back to
me by Sunday, March 31, 2019. I’ve attached a separate word document for your comments, but
you do not have to use this. You can just send back your comments.
If you do not have anything to clarify from the interview, just let me know by email, or if I don’t
receive any comments by March 31, then I’ll know you do not have anything additional.
Thanks,
Leah
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ADDITIONAL DOCUMENT FOR TRANSCRIPT REVIEW

Hidden test to allow template to find last page in document
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